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FOREWORD 


The decision of the Council for Healing Ministry of the Church of South 
India to organise a seminar on AIDS was a welcome first step in the Church’s 
response to the new crisis that mankind is facing. This little book brings together 
the proceedings of that seminar and is being published with the hope that it will be 
of great use to those who were not able to attend that seminar but are interested in 
learning about dealing with this crisis. 


The Church has a three-fold responsibility in dealing with this problem - 
Pastoral care, Social Ministry and Education for prevention. The victims of the 
disease, their relatives, health workers and the public in general all need assistance 
in meeting this problem. This booklet is a humble contribution to this great task. 


I'wish to thank Dr.George Joseph for organising the seminar and Dr.Jacob 
K.John, Professor, Christian Medical College, Vellore for undertaking the task of 
editing this book. I hope the book will be of use to many. 


MADRAS PROF. GEORGE KOSHY 
1, May 1991. GENERAL SECRETARY 
CHURCH OF SOUTH INDIA 
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INAUGURAL ADDRESS 


BY 


THE MOST REV.DR.P. VICTOR PREMASAGAR 
MODERATOR OF THE CHURCH OF SOUTH INDIA 


Dr.Viziakumar and friends, 


I was delighted to know that the Council for Healing 
Ministry of the Church of South India in association 
with CMAI (Tamilnadu Region) is organising this 
important seminar on AIDS, which is something that 
everybody dreads and many do not know anything 
about. The doctors and other professional experts 
coming together will therefore really help the ordinary 
people, in that you will in some way take this 
information to them and those who dread the disease 
will be relieve from their fear and will in a mature way 
try to meet it. I am glad that the word used is 
*challenges’. It is a challenge which we should take as a 
community and the Church, and as a nation. I have great 
pleasure in inaugurating this seminar in the name of 
God the Father, God the Son and God the Holy Spirit.* 


Healing has been part of the ministry of Jesus, and 
so when he sent out his disciples, he sent them out not 
only to preach about the Kingdom and about God, but 
also to engage in the Ministry of Healing - making 
people ’whole’. ’Heal’ and ’Save’ are the same word in 
the New Testament, i.e., as you are being *healed’ you 
are ’saved’ and as you are being ’saved’ you are being 
*healed’. This is the kind of total wholeness of life that 

Jesus offered to all. The Christian Church from the very 

early times started taking care of the sick not knowing 
fully about the disease, and yet showing love and 
compassion out of a concern for those stricken by 
disease, thus expressing the love of Christ. Once when 
Jesus was going with the disciples, he saw a man who 
was blind from the time he was bom. Then, they asked 
the question, ’Is it this man or his parents who have 
sinned?’. Disease, as even now, has always been 
- connected with sin. And Jesus says, neither he nor his 
parents have sinned, but in order that the glory of God 
may be seen in his life’. Jesus is not saying that by his 
being blind, God is being glorified. The idea is, aS we 
make him ’whole’ God is glorified. 


There are several passages in the Prophets, Where 
they speak of the Kingdom of God, and say that the 
blind will see, the lame will leap for joy, the dumb will 
speak and the poor will hear the Gospel of God. So, it is 
as the weak are strengthened, as those who are unable 
are made able, that the Kingdom becomes a reality. And 
we have known how down the centuries, the Christian 
Church, the Christian Communities have been engaged 
in bringing hope, courage and faith in the face of 
disease, distress and hopelessness. And so, as you have 
this conference on AIDS - I have been trying to so 
through the background papers - it looks as though 


* Ceremonial lamp is lit as a symbolic gesture 


nothing can be done, but atleast the love and 
compassion of Christ can be shown. It is, as people are 
being cared for, as people are being given the hope in 
Jesus, that many of the disabilities have been overcome 
by human community. For instance, when onginally 
people were dealing with the blind, and caring for them, 
actually they did not know how to go about. then they 
learned how to teach them to use the sense of touch, and 
then all the other faculties come to play. When doctors 
operate and the most crooked legs are brought straight, 
and the lame are made to walk, or atleast stand up and 
look equal with others, even if they are on crutches. It is 
a joy for them to be able to stand and look straight into 
the eye of the other person: I have a friend who for a 
long time was almost crawling on the floor. He had a 
friend in the US, and he went there and got himself 
operated upon. He is on crutches but when he came 
back he was full of joy. I am sure, many of those who 
come to you are being given such hope and joy. So, in 
the worst of situations, in Jesus, there is still hope. The 
Gospel of Jesus is that when everything seems 
impossible, with God it is possible. The disease may 
have its course in our life and yet the courage, the hope, 
and the faith that are given to a person enable him to 
hold on and face life with fearlessness. It is that type of 
hope that we in the ministry of healing offer to our 


people. 


Formerly, in the Church of South India, we had the 
’Medical Board’ and then there was a discussion over 
the whole affair and it was felt that it was not just 
’medicine’ we are talking about, but ’healing’, healing 
of the whole person and therefore the Council for 
Healing Ministry has been set up. 


Sometimes, the disease may not be overcome, but 
the horrors and the agony and the hopelessness of the 
disease could be overcome with the spiritual courage 
that can be brought to our people. As you go through the 
story of the Good Samaritan, you read that he binds the 
wounds of the victim and takes him to the inn, but we 
are never told that he got well. Probably he never got 
well, but that does not matter; somebody has touched 
him, somebody has shown concern, somebody has 
shown that there is human community, love of God, 
love of the human person, was given to him. The 
parable does not say the man was healed and he became 
whole. It does not matter at all, even if he does not get 
well. After all, this body does not last. The psalmist long 
ago said ’three score and ten years’ and probably add 
another ten, but it is all, pain and agony. But in this 
mortal body, susceptable to decay there is the power of 
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Jesus available. St. Paul writing to the Corinthians, (II 
Cor 4:7) says ’we have this treasure in earthern vessels 
we are troubled on every side, yet not distressed, we are 
perplexed, but not in despair; persecuted, but not 
forsaken; cast down, but not destroyed - we may be 
hunted, we may be thrown down but we do not perish; 
we rise up again’ - it is that type of a courage that we 
need. This human body does not and will not stand for 
ever and yet within that God has given us the human 
and the divine nature whereby in the presence of odds 
we can still hold on in courage and faith. I was reading 
through this ’green book’. ** It says we have not yet 
found an answer. Possibly, as you research you will on 
some day, find a solution. But meanwhile, we can give 
courage and hope in the most hopeless situations. 


The whole Gospel is about Jesus, his death and 
resurrection. St.Paul writing to Philippians says "All I 
want is to know Christ and to experience the power of 
his resurrection, to share in his sufferings and become 
like him in his death, in the hope that I myself will be 
raised from death to life" (Phil 3:10 Good News Bible). 
What is the power of resurrection? On Good Friday, it 
seemed as though the whole thing was over. Jesus died 
and he was put in the grave. And they said, we thought 
he was great prophet and lo! he has been killed’. 
Suddenly they see Jesus is risen, and you see the 
courage they received, the hope they received. Where 
there was no hope, new hope was brought. Wherever 
things look impossible God opens a way. With man it is 
not possible but with God all things are possible. These 
are the words we get again and again in the Bible giving 
us the hope that even in the worst of situations God acts 
and gives us courage. And it is that we are 
communicating through the Healing Ministry. After all, 
healing may not take place and the person may not live; 
it does not matter. But the hope that God is with us 
would have been handed over as the ministry is being 
carried out. Friends, here is something that seems 
impossible. What shall we do about it? After all we are 
human and it is something beyond us, and yet we can 
hold together in courage and give hope to our people. In 
Chapter 21 of the book of Revelation, referring to the 
- *New Heaven and the New Earth’, we read ’Death will 
be no more there. He will wipe away all tears from their 
eyes’, and a new heaven and a new earth will come. We 
all know death is inevitable and that this body does not 
last, but the power of death would have been taken 
away, the helplessness, the hopelessness of death would 


have been overcome through the faith that is given to us 
in Jesus. And it is that we are struggling to pass on and 
this is the reason why we want to tell about Jesus. The 
fact is unless we can have this hope, human life is so 
short, the body so fragile, mortal, that you are likely to 
be seized of hopelessness, and even suicidal syndromes 
can easily take over you. And our faith in Jesus assures 
us that in the face of impossibilities, we can be certain 
that with God everything is possible. And accepting 
God’s possibilities and surrendering ourselves to him we 
commit ourselves to serve our people with hope and 
with courage. Let me refer to II Corinthians 4:7 again 
’we have this treasure in earthern vessels that the 
excellence of the power may be of God and not of us’. 
Anything can happen, and yet in the hopeless situation, 
because of the treasure of faith that God has given us in 
Jesus, we are able to stand with courage and hope. ‘And 
this is what Jesus has offered to us, and this is what we 
who are engaged in the Healing Ministry, the doctors, 
the pastors who pray, and others who serve, all together 
are working with this faith within the hopeless situation 
and the love of Christ available to us. Therefore we 
rejoice. According to one theologian, the human 
situation is so hopeless that men do not even want to 
sing. It seems, he himself often wonders whether he can 
sing at all in the face of this situation. But then he says if 
we are committed to challenge the inability, challenge 
the impediment, challenge the hopeless situation, then 
we can sing. Because we are not being overtaken by the 
hopelessness of the situation and because we have the 
faith which gives us courage to overcome, we can sing, 
we can rejoice and we can be happy. It is that courage 
that has to be brought to our people. There need to have 
a mature attitude towards life and death, because we 
have faith that goes beyond death in Jesus Christ. This, I 
thought probably you are affirming through this 
Conference. The problem is dreadful and yet the love of 
Christ is available to our people. This is the faith, the 
faith that has overcome the world. 


‘And may God grant you, Chairman Sir, and all of 
you - I see many outstanding doctors and friends as I 
look around - this faith in Jesus that should be the 
strength o° all ministries, especially the Healing 
Ministry May God bless you and may the deliberations 
of the conference and seminar be a blessing to all our 
people. 

Thank you. 


** learning about AIDS’ published by the World Council of Churches. 
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OPENING ADDRESS 


BY 


THE RT.REV.DR.D.POTHIRAJULU, 


BISHOP CSI MADURAI-RAMNAD DIOCESE & 
CHAIRMAN, COUNCIL FOR HEALING MINISTRY 


Thank you Dr.Viziakumar for very kindly inviting 
me to the fellowship of concerns. I do apologize for 
being late and | could not be here for the opening 
session. We are grateful that the Moderator was here 
and he was able to lead us in the opening devotion and 
the opening session. 

~ Just by way of introduction for my part, I want to say 
that AIDS is a word that came to us all on a sudden. Of 
course, it came through the mass-media and we didn’t 
know what it was all about. In those days, we even took 
lot of time to understand the word and to lear the term 
*Acquired Immune Deficiency Syndrome’. Any way it 
has come to stay in our minds now and we need to 


answer this question whether it’s a fact or fear or both? 


So, when I speak, I speak from the point of view of a lay 
person, so far as this medical or health term is 
concemed. : 


Recently, I had been to England to attend the 
conference called the ’Anglican Consultative Council’ 
and there was a free after-noon and at that time they had 
a workshop on AIDS. So, I thought, I should go and 
attend the workshop to find out what it all means. There 
were people from around the world, especially two 
groups, one from Africa and another from the United 
States and they were sharing what they really sce in 
their own context. When one of the African Bishops 
spoke, he told us some of the pastoral concerms that he 
had. He brought before us the situation of a particular 
family of six members. It was a real challenge to us, he 
said two of the members of the family are already dead, 
two have contracted AIDS and they don’t know their 
future, and the other two are in the grip of fear. So he 
asked, "how do you do pastoral counselling to them? or 
how do you make a pastoral visit to them? how do you 
bring consolation to them? What do you tell them?’ In 
this manner people brought challenge after challenge 
about the real situation. Most of the participants were 
ignorant about the exact nature of this health problem. 
So they wanted to know, whether you acquire it by 
touching a person, how does it happen? I wish there 
‘were medical people could answer those questions. 
Quite a large number of people in our country really do 
not understand about the nature of this disease. So you 
can talk about facts and fears. Perhaps that is what this 
seminar is all about, to really come to know what it is 
and how to eliminate fear among the people, and how 


do we prepare out people, working through the 
hospitals, through health agencies and through the 
churches. The churches - the congregations are always 
willing to do whatever they can, provided you bring 
sufficient information and motivation to them. Of 
course, we have received alarming figures and the 
warming so is grave, that we don’t know what India will 
be like in 2,000 AD so far as the problem of AIDS is 
concerned. Any way, we need to be prepared, having a 
purpose on mind. What is that we want to see in our 
society? What does God want us to see in our society? 
what kind of society you foresee? I am sure you will be 
touching from different angles - medical, sociological, 
psychological even philosophical. Why not? I want to 
include philosophy because in my own opinion people 
in the West, as they themselves confess are in the grips 
of an_ individualistic philosophy that calls for 
independence rather than inter-dependence. They 
themselves are aware that this has also caused real harm 
to the way of life or style of life. And of course, there 
will be lots and lots of faults on our part in the East and 
perhaps we learn from one another about our faults and 
what we lack. But it is not so much about the weakness. 
But let us think about our strengths also, so that we can 
strengthen one another in our understanding of the 
purposes of God for humanity and go forward in 
fulfilling the will of the Lord for the humanity. Thank 
you very much and I believe that we should now say a 
word of prayer so that the next word of introduction can 
come from Dr.George Joseph, the Director of the Synod 
Council for Healing Ministry. 


Shall we pray: 


‘Our loving heavenly father, we come before you as part 
of the fallen humanity but, Lord we thank you that we 
need not despair. On the other hand, we can hope for 
the future, a bright future, that is promised by you. We 
thank you Lord for this seminar, we thank you for the 
organisers, the participants, for people who are thinking 
about it, praying about it. We thank you Lord for this 
opportunity to encounter the challenge that is before us. 
Help us Lord to take responsible decisions. Help us to 
plan further course of action so that your people may 
live in peace and happiness. All this we ask in the 
precious name of our Lord and Saviour, Jesus Christ. 
Amen’ 
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WELCOME ADDRESS & INTRODUCTION OF THE THEME 


BY 


DR.GEORGE JOSEPH 
EXECUTIVE DIRECTOR, CSI COUNCIL FOR HEALING MINISTRY 


Revered Bishop, distinguished colleagues & friends, 


It gives me unqualified joy to address you this 
morning at the start of the scientific session. First of all, 
I thank and praise God that this has been made possible 
- it is a dream come true and a hope fulfilled. Let me 
extend a hearty welcome to you all, the worthy 
participants and the eminent professional colleagues 
who have to help us in the seminar as resource persons. 
To me, it proved to be a happy moment and indeed a 
gratifying experience to see the ready response from 
Dr.Pulimood, the Director and the CMC faculty to our 
request and their willingness to participate in this 
seminar as resource persons. Knowing fully well the 
pressure of work that our friends are burdened with, for 
what they are today at the national and certainly on the 
international scene, I feel that it is yet another glorious 
evidence of the total commitment to their calling, fully 

in tune with the goals and lofty ideals that characterise 

the institution which they represent. I welcome you 
friends, on behalf of the Council. I thank and praise God 
for the great efforts that you are engaged in, basically in 
the context of the Healing Ministry of the church - that 
is the common ground where we meet to share our 
concerns and agonies seeking the inspiration of God the 
Great Healer to plan our work and move forward. A 
special word of welcome to Fr.Kalam, the young, 
eminent and dynamic Professor of Theology from 
Dharmaram College, Bangalore who is here with us to 
help us with a deeper understanding of the moral and 
ethical issues underlying the problem of AIDS. He is 
known for his forth-rightness and his analytical and 
critical approach to contemporary issues facing the 
church. I am so glad that Fr.Kalam could make it in 
spite of his almost formidable itinerary. 


It may be timely and appropriate to share some 
experience that myself and my colleagues went through 
as we were preparing for this meet. Questions were 
raised and there were genuine doubts lurking in the 
minds of several senior leaders particularly about the 
relevance of the Council taking up the issue. Does AIDS 
constitute a problem in this country? Is this our priority? 
what has the church to do about it and atleast at this 
stage? It has enough problem, any way, already at hand 
- so on and so forth. I am sure many of you here are 
facing the same struggle. 

I hope the deliberations of this seminar could help us 
in finding answers to many of these questions. 


Let us attempt to look at this whole issue from a 
generalist’s perspective. Quite interestingly, we notice 
the response of human societies to ‘epidemic’ follows a 
definite pattern. It has been the same almost every 


where. First of all, there is ’denial’ that it does not exist; 
or that even if it does, it does not merit urgent attention. 
There is a certain apathy and assumption that it is some 
community health researcher’s fancy - this stage is 
followed by a phase of over-reaction and hysteria, when 
people try to find someone to blame for their problems. 
We have met, to seek to understand the problem in order 
to deal with it before it overtake us and certainly to 
avoid being caught by surprise. 


Let us look at the AIDS scenario a little closely. The 
whole episode is of short duration. In 1981 it was an 
obscure, exotic disease of unknown etiology. The story 
as far as we know, began with the admission of five 
young men in various hospitals in Los Angels with a 
rare type of pneumonia of protozoal origin 
(Pneumocystis carinii). At about the same time in New 
York city physicians were reporting the occurance of a 
severe form of Kaposi’s sarcoma (a tumor of blood 
vessel tissue in the skin in/and or internal organs known 
to occur in elderly Jewish or Italian men) in a group of 
young men. Investigations showed what these otherwise 
healthy men had in common was that they all had 
evidence of immune deficiency not related to any 
known cause. Several of these patients also had other 
serious infections. At the end of 1981, the first man 
diagnosed to be suffering from AIDS was seen in a 
London hospital, Next five years witnessed a rapid 
increase in the number of AIDS patients detected in 
USA and Africa. In 1985, it became obvious that AIDS 
had reached Europe and Australia. It had assumed the 
shape of a major global public health problem. No case 
of AIDS was reported from Asia till 1985. According to 
a WHO update, Sept.1989, 413 out of 1,77,950 patients 
have thus far been reported. Asia appears to be the 
continent affected last and least by the HIV infection. 
Hence India and other Asian countries have perhaps the 
first time in the recorded history of mankind been given 
the opportunity and challenge to contain and control a 
potentially lethal infection very early in the course of 
the epidemic. This is the warning given by ICMR. 


Many of you would agree, that in recent years we 
have neglected epidemiology and have tended to 
minimise the dangers of infectious diseases as most of 
these have been controlled by vaccination, antibiotics 
and by public health measures. Small pox has been 
eradicated; plague and cholera and several others do not 
pose themselves any more as major threats to life. Let 
me remind you of the size of the last major pandemic of 
influenza in the wake of the First World War (1918-21) 
when one third of the world population contracted 
influenza and twenty million people died. When AIDS 
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WELCOME ADDRESS & INTRODUCTION OF THE THEME 


BY 


_ DR.GEORGE JOSEPH 
EXECUTIVE DIRECTOR, CSI COUNCIL FOR HEALING MINISTRY 


Revered Bishop, distinguished colleagues & friends, 


It gives me unqualified joy to address you this 
morning at the start of the scientific session. First of all, 
I thank and praise God that this has been made possible 
- it is a dream come true and a hope fulfilled. Let me 
extend a hearty welcome to you all, the worthy 
participants and the eminent professional colleagues 
who have to help us in the seminar as resource persons. 
To me, it proved to be a happy moment and indeed a 
gratifying experience to see the ready response from 
Dr.Pulimood, the Director and the CMC faculty to our 
request and their willingness to participate in this 
seminar as resource persons. Knowing fully well the 
pressure of work that our friends are burdened with, for 
what they are today at the national and certainly on the 
international scene, I feel that it is yet another glorious 
evidence of the total commitment to their calling, fully 

in tune with the goals and lofty ideals that characterise 

the institution which they represent. I welcome you 
friends, on behalf of the Council. I thank and praise God 
for the great efforts that you are engaged in, basically in 
the context of the Healing Ministry of the church - that 
is the common ground where we meet to share our 
concerns and agonies seeking the inspiration of God the 
Great Healer to plan our work and move forward. A 
special word of welcome to Fr.Kalam, the young, 
eminent and dynamic Professor of Theology from 
Dharmaram College, Bangalore who is here with us to 
help us with a deeper understanding of the moral and 
ethical issues underlying the problem of AIDS. He is 
known for his forth-rightness and his analytical and 
critical approach to contemporary issues facing the 
church. I am so glad that Fr.Kalam could make it in 
spite of his almost formidable itinerary. 


It may be timely and appropnate to share some 
experience that myself and my colleagues went through 
as we were preparing for this meet. Questions were 
raised and there were genuine doubts lurking in the 
minds of several senior leaders particularly about the 
relevance of the Council taking up the issue. Does AIDS 
constitute a problem in this country? Is this our priority? 
what has the church to do about it and atleast at this 
stage? It has enough problem, any way, already at hand 
- so on and so forth. I am sure many of you here are 
facing the same struggle. 


I hope the deliberations of this seminar could help us 
in finding answers to many of these questions. 


Let us attempt to look at this whole issue from a 
generalist’s perspective. Quite interestingly, we notice 
the response of human societies to ’epidemic’ follows a 
definite pattern. It has been the same almost every 


where. First of all, there is ’denial’ that it does not exist; 
or that even if it does, it does not merit urgent attention. 
There is a certain apathy and assumption that it is some 
community health researcher’s fancy - this stage is 
followed by a phase of over-reaction and hysteria, when 
people try to find someone to blame for their problems. 
We have met, to seek to understand the problem in order 
to deal with it before it overtake us and certainly to 
avoid being caught by surprise. 


Let us look at the AIDS scenario a little closely. The 
whole episode is of short duration. In 1981 it was an 
obscure, exotic disease of unknown etiology. The story 
as far as we know, began with the admission of five 
young men in various hospitals in Los Angels with a 
rare type of pneumonia of protozoal origin 
(Pneumocystis carinii). At about the same time in New 
York city physicians were reporting the occurance of a 
severe form of Kaposi’s sarcoma (a tumor of blood 
vessel tissue in the skin in/and or internal organs known 
to occur in elderly Jewish or Italian men) in a group of 
young men. Investigations showed what these otherwise 
healthy men had in common was that they all had 
evidence of immune deficiency not related to any 
known cause. Several of these patients also had other 
serious infections. At the end of 1981, the first man 
diagnosed to be suffering from AIDS was seen in a 
London hospital, Next five years witnessed a rapid 
increase in the number of AIDS patients detected in 
USA and Africa. In 1985, it became obvious that AIDS 
had reached Europe and Australia. It had assumed the 
shape of a major global public health problem. No case 
of AIDS was reported from Asia till 1985. According to 
a WHO update, Sept.1989, 413 out of 1,77,950 patients 
have thus far been reported. Asia appears to be the 
continent affected last and least by the HIV infection. 
Hence India and other Asian countries have perhaps the 
first time in the recorded history of mankind been given 
the opportunity and challenge to contain and control a 
potentially lethal infection very early in the course of 
the epidemic. This is the warning given by ICMR. 


Many of you would agree, that in recent years we 
have neglected epidemiology and have tended to 
minimise the dangers of infectious diseases as most of 
these have been controlled by vaccination, antibiotics 
and by public health measures. Small pox has been 
eradicated; plague and cholera and several others do not 
pose themselves any more as major threats to life. Let 
me remind you of the size of the last major pandemic of 
influenza in the wake of the First World War (1918-21) 
when one third of the world population contracted 
influenza and twenty million people died. When AIDS 
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epidemic started, no one ever dreamed that it might 
achieve a comparable size, but it seems possible for 
such a serious contingency to arise, unless research finds 
some effective intervention methods to stall the 
onslaught of spread of HIV infection. Let us also remind 
Ourselves that here is a disease about which we know 
little, there is hardly any cure or vaccine in sight, and 
almost sure death for every person infected, each with a 
family and loved ones, and their dreams all shattered 
and future appears to be totally dark and gloomy. Here 
is an unusual disease which raises many serious ethical, 
moral and even legal issues. ? 


What then shall be the Church’s response? We in the 
Healing Ministry of the Church, let it be understood, 
have a unique role and responsibility and a 
biblical/theological compulsion at that. Often we hear 
that the Church has a prophetic role to perform. Apostle 
Paul referring to the diversity of the spiritual gifts 
mentions that God has appointed some to be apostles, 
some to be prophets, others to be evangelist, pastors or 
teachers (Ephesians 4:11). The situation we are in today, 
in the context of AIDS, demands that we play the 
prophetic role effectively; need not be as prophets of 
doom, but warning the innocent and vulnerable. In fact 
epidemiologists are expected to perform a prophetic role 
as they predict events based on facts that are available. 
We have sufficient evidence available in the world and 
in the country today, about the threat of an epidemic 
which is in the offing. There are scores of ways in which 
the infection can spread within the community under the 


conditions prevailing in the country - and particularly 
under the conditions prevailing within our own hospitals 
and clinics - and the health care system at large. Think 
of the infected mother passing on the infection to the off 
spring and the plight of the children who are destined to 
die while they are still so young. Don’t we who belong 
to the Healing Ministry of the Church have a sacred 
responsibility to disseminate essential messages and 
thus help check the onslaught of HIV spread? In fact, it 
should be taking the clue from Paul’s exhortation 
referred to the three roles rolled into one; not only that 
of the prophet, but also that of the teacher and that of the 
priest to serve as healers and counsellors to the victim 
and to the members of the family and also to those who 
care for them - In the prophecy of EZEKIEL there is a 
poignant reference to an interesting role assigned to the 
"Son of Man’ I have made thee a ’watchman’ into the 
house of Israel (Ezekiel 3:17) His role is to warn people. 
Then there is a forceful almost frightening warning 
pronounced to the watchman if he does not give the 
timely warning and if people die, not having been able 
to mend their ways, then it is the watchman who will be 
squarely held responsible for his blood. I think that 
Should serve as a sufficient warning as well as an 
exhortation to all of us here today reminding us clearly 
about our own role. Friends, we are going to have a 
panel discussion to examine the problem from various 
perspectives. I now call upon Dr.Jacob T-.John, 
Professor of Virology, CMC Vellore, to take over as the 
moderator of the panel. 
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SCIENTIFIC SESSION 


"THE PROBLEM OF AIDS - CHALLENGES & PERSPECTIVES 
- THE CHRISTIAN RESPONSE" 


Dr.TJacob John, as moderator, welcomed the 
members of the panel and stated that they appeared 
quite young, but had a wealth of experience in their 
respective fields. Introducing the theme he said: 


"We have already reached a stage when we éan no 
longer afford to have health workers who are ignorant of 
the problem of AIDS in India. AIDS may not be the 
No.1 public health problem in this country at the present 
time, in terms of incidence and prevalence of illness, 
mortality, morbidity or economic loss. On the other 
hand, it is a problem that exposes our deficiencies in the 
field of health care and public health administration, as 
no other illness has done in the past. 


I will not talk to you in detail about the origin and 
sequence of the spread of HIV infection except to 
“project a hypothesis in simile form. Imagine a house 
where a lot of trash has accumulated. It has not been 
cleaned and it is like tinder for fire, and a spark is 
sufficient to burn the house down. Imagine if in the 
same house cleaning was done periodically, and there 
was no trash or tinder, let any number of sparks come, 
the house would not have caught fire. 


Viruses are like evil ideas. Evil ideas may come up 
but die naturally. Likewise viruses may mutate from 
less pathogenic to more pathogenic agents but will die 
naturally unless human society provides the tinder in 
which the ‘fire’, or the epidemic can occur and spread. 


HIV could have appeared thousands of years ago but 
it never spread, hundreds of years ago but it never 
spread, decades ago but it never spread. But the time 
was ripe towards the end of the twentieth century when 
the aberrant virus (mutant) was able to take foothold 
because of our life style and behaviour, because of our 
being unprepared. Therefore we need not look 
backwards now. The question we face today is ’what is 
our role?’ Today we are looking at the church as well as 
all others who are interested in the healing ministry and 
posing the question - ’what is our role’? Dr.George 
Joseph has reminded us that we do have a tremendous 
responsibility on our shoulders whether we understand it 
or not. But to know, to understand, to evaluate and to 
piece it all together with those who suffer and those who 
care for them, suffering and responding together: that 
opportunity is ours. 

When this epidemic occurred in USA they were 
taken by surprise, as was the entire West. But they were 
quickly able to put together a lot of preventive 
educational efforts, a lot of research, a lot of social 
supportive activities so that today one can predict that in 
the next five years the spread of HIV infection in USA 
will almost come to zero. And .in the next ten to twenty 


years the epidemic will die out either by prevention of 
spread or by vaccine. Already there is a trend of 
reduced transmission rates in these places. There are 
exceptions in the under privileged groups of people 
within the urban conglomerations, but it is not without 
hope that we look at AIDS epidemics in western 
countries. On the other hand, the next ten to twenty 
years will be the time when we will have the peak of our 
epidemic - when it will no longer be their problem, but 
it will be very much our problem. We have the his 
Opportunity to think about it today, twenty years ahead 
of time. 


When Africa was found in the midst of the epidemic, 
they were totally unprepared to face it. Today there are 
hospitals in which 20,30, or 40 percent of beds are 
occupied by AIDS patients in Central Africa. They do 
not have infrastructure to pool together resources like 
the West was able to in controlling the epidemic. What 
they were able to do was only a patchwork here and 
there. 


Coming to India and many Asian countries, long 
before the disease has become a real problem, we have 
been wamed. We know about HIV, AIDS and how they 
spread and we can take adequate measures, we do have 
a better infrastructure than Africa although not as good 
as in the West. We certainly can make it, and together 
with Governmental agencies and _— other 
non-governmental agencies, we have a tremendous role 
to play today. 

Has the infection reached India ? We have 
incontrovertible evidence that it has. When did it reach 
? Approximately around 1980-82. Has it spread within 
the country? Most certainly it has. We have evidence to 
show time trends from about 1985-86 onwards, that it is 
spreadins; slower than expected or predicted compared 
to the evidemic in the West or in Africa. But it is 
spreadin: for sure. And it is widely seeded in many 
parts of t.1e country. 


The most important transmission chain is women 
prostitutes and their men clients. Women prostitutes, 
because infection spreads quite easily through sex from 
man to woman. In semen, the spermatozoa and other 
cellular elements actually carry the v rus and therefore 
male to female transmission is very efficient and 
prostitutes get infected because of multiple partners. If 
we look at the prevalence rate of infection among — 
prostitutes in Vellore town it was about 2% in 1986 and 
has steadily grown to approximately 30% in 1990. The 
men clients of the prostitutes are people who look just 
like you and me. You cannot differentiate them from 
anybody else except when they get another sexually 
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transmitted disease and come to the STD clinic. In 
these men the prevalence rate has also increased from 
about 1% in 1986 to about 10% in 1990 in CMC 
hospital. Female to male transmission is less efficient 
than male to female transmission. The male clients, a 
large proportion being married men, then take this 
infection into their homes and infect wives and their 
children through their wives. Thus there is a secondary 
transmission chain, involving both women and their 
children who have had no sexual promiscuity. 


Another secondary chain of transmission well 
Known in the West is through intravenous dtug abuse. 
People who share same syringes and needles run a high 
risk of infection. This was not known to occur in India 
until very recently when an explosive epidemic 
developed in the North-East region. We suspect that at 
least 1500 people there are already infected with HIV 
due to the use of contaminated syringes and needles. It 
is as yet peculiar to that region which is close to 
Myanmar (Burma) and known for drug traffic as well as 
drug abuse. 


The third secondary transmission chain which is 
totally preventable is through hospital practice: through 
transfusion of infected blood and blood products, and 
through routine injections. We may inadvertently share 
syringes and needles like drug abusers by inadequate 
sterilization. Even the health care workers may be at risk 
of nosocomial infection by breaks in skin. This chain of 
transmission is totally preventable. 


So, infection has come to India and it is spreading. 
There are some 42 surveillance centers throughout the 
country, the southern most ones are in Trivandrum, 
Madurai, Vellore, Pondicherry and Madras. All these 
centers have come up with several infected people 
through their surveillance system. It is not a proper 
sampling method that has been em ployed. The sampling 
technique may look inadequate. One is not able to 
predict the actual number infected in the country. But 
of the first fifty thousand people who have been tested, 
three thousand are positive - (approx 4 per 1000) They 
include the high-risk groups i.e. prostitutes and their 
male clients and families of infected people. They also 
include low-risk groups such as blood donors. In this 
group about 0.5% has been found to be positive. Can 
we apply this rate to the whole country of about 800 
million people? Certainly not. But you can apply it to a 
segment of the 800 million, perhaps 200 million people. 
If you apply it to 200 million people, about 1 million 
people are probably already infected. We do not know 
how exactly to extrapolate, to know how large the 
problem is. But do not look at the quantity today. Look 
at what might happen in a few years time. 


Having set the scene in the country, let me now 
request my co-panelist Dr.Amitinder Kaur to tell us how 
these people present clinically to a doctor. Can you 
look at a person and say whether he or she is HIV 
positive? I will ask that question to Dr. Kaur." 
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Dr.A.Kaur: “Thank you, Dr. John. I think you 
have already answered the question that HIV infected 
people look just like you and me. Now, what do we 
know about AIDS in India ? We don’t know much. We 
are just beginning to know. All the definitions for 
defining AIDS have been based on the Western 
experience. The CDC criteria for AIDS set down by the 
Centre for Disease Control in Atlanta have been derived 
from the USA experience of what infections occur in 
their HIV infected population. Basically, an HIV 
infected individual can develop a number of 
Opportunistic infections and about 27 of these aré listed 
under the CDC criteria in addition to non-infectious 
conditions like Kaposi’s sarcoma, non-Hodgkins 
lymphomas etc. 


In the setting of one of the above listed conditions 
occurring in an HIV infected person, who has no other 
cause for immunosuppression, that individual is said to 
have developed AIDS. Infections commonly associated 
with immuno-suppression in the West are Pneumocystis 
carinii pneumonia, toxoplasmosis, fungal infections, 
extrapulmonary TB, cytomegalovirus infection etc. 
When data started coming from the developing 
countries, chiefly from Africa, it was found that the 
clinical spectrum of AIDS in Africa was quite different 
from that in the West. Pneumocystis carinii pneumonia 
was almost never seen in HIV infected patients in 
Africa. One of the diseases that HIV infected people in 
Africa developed was the so called SLIM disease i.c., a 
protracted diarrhoea of unknown etiology, in which the 
patients just wasted and died. Tuberculosis and 
disseminated Kaposi’s sarcoma were very common, 
unlike in the West. So in 1987, WHO redefined criteria 
for diagnosing AIDS in Africa. 


Because of lack of diagnostic facilities in Africa, one 
could not apply the CDC criteria for the diagnosis of 
AIDS in that continent. So anew case definition of 
AIDS in Africa was developed and this is a "clinical 
case definition". An HIV infected individual is said to 
have developed AIDS if he has 2 major and 1 minor 
criteria. The major criteria are basically prolonged fever 
of more than 1 month duration, prolonged diarrhoea of 
more than 1 month duration and a significant weight 


loss.. The minor criteria include prolonged cough, » 


herpes zoster, candidasis and about 3 or 4 others. 


Now, how do we diagnose AIDS in India? We 
really don’t know. It is only when we study our 
indigenous cases that we will be able to say what our 
spectrum is. What is the spectrum of infections which 
HIV infected individuals in India develop and which of 
these would fit into the category of AIDS. So far, from 
our limited experience in the CMC hospital, we have 
had about 16 cases whom we diagnosed as having 
AIDS. We have diagnosed them to have AIDS, if they 
fulfil the WHO criteria of a clinical case definition, i.¢., 
those HIV infected individuals are said to have AIDS, 
who develop prolonged fever, start losing weight, have 
diarrhoea, cough, infections, along with a suppressed 


immune status as measured by lowered T4 cell counts. 
What we have found so far is that most of them have 
tuberculosis both pulmonary as well as extra pulmonary, 
common infections like gastroenteritis due to Shigella, 
Vibrio, etc. and profuse diarrhoeas where stool culture 
may Or may not show an organism. We have also found 
cryptococcal meningitis. When we treat these infections 
they seem to do quite well. It is not as if the diagnosis 
AIDS has been a death sentence. You treat them for 
TB, they do respond, some of them even regaining their 
T4 cell counts to normal. Out of these 16 cases, 7 are on 
follow-up, whereas the others have died." 


Question: Could you tell us a little more about one or 
two things you have just mentioned: 


- How do you know a person is infected? —_- What is a 


T4 count ? Can you explain these 2 things ? 


Dr.KAUR: "How do you know that a person is 
infected ? The most direct evidence is testing for the 
presence of antibodies to the human immuno-deficiency 
virus, initially by an Enzyme Linked Immuno Sorbent 
Assay (ELISA) and if that is reactive, then you confirm 
it by a Western blot test. As far as current knowledge 
goes, the presence of antibodies to the HIV means that 
you are actually infected with the virus. 


T4 count - The lymphocyte population in the body 
has been divided into helper cells and suppressor cells, 
based on surface markers on the lymphocytes. T4 is a 
surface marker on the lymphocyte, which is 
synonymous with helper lymphocytes. T8 is found on 
Suppressor lymphocytes. Normally the T4 cell count is 
more than 600. We say that a T4 count is low when the 
cell count is less than 400." 


Question : In what kind of a person or a patient would 
you request an HIV test and in what kind of a patient 
would you request T4, TS count ? 


Dr.KAUR: "In whom do we suspect HIV infection? 
Infections that I. fave mentioned are very commonly 
found in our country. So do we infer that any one who 
has TB should be tested for HIV infection, anyone 
having gastro-enteritis should be tested for HIV 
infection? I don’t think so, at least not at the present 
moment. Any person who has a history of multiple 
sexual exposures and who comes to you with any 
infection, I would say, test for HIV. Any other 
individual who comes with multiple infections, for 
example not just TB but with some other additional 
respiratory infections, diarrhoeas etc., test for HIV 
antibodies. The third sort of situation will be in a person 
who is wasting away or a person who has got 
non-Hodgkin’s lymphoma or who has got infections 
which are not common and which are usually seen in 
immuno-suppressed individuals like fungal meningitis." 
Question : If a person is infected with HIV how long 
might it take for him to develop the disease AIDS and 
what happens in between ? 


Dr.KAUR: "What is the normal ’incubation period? 
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Again these figures are from the West. The median 
duration of infection in homosexuals is supposed to be 
7-8 years. Once you develop HIV infection, initially you 
may be totally asymptomatic. You may have other 
minor infections, lymphadenopathy which may come 
and go or you may have nothing. From this time to the 
time you develop overt AIDS may be the median 
duration ,i.e., 7-8 years. The range can be from 6 
months to 10 years. A small population of people have 
been described who have remained asymptomatic for 
more than 10 years. We don’t know the situation in 
India. Generally, for a person who keeps getting 
recurrent infections or who keeps continuing the high 
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risk behaviour, the incubation period may be shorter 
than a person who has been exposed once and 
presumably has not been exposed again. But we really 
don’t know what it is that makes one person have a 
short incubation period and another person have a very 
long incubation period. Once you acquire the HIV 
infection, you may not develop any symptoms, or as in 
the West, 90 per cent develop what is called an acute 
seroconversion reaction. They may develop something 
like an infectious mononucleosis infection, or fever as in 
acute viral infections, Others remain asymptomatic. This 
acute seroconversion illness is totally reversible. 
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Sr. Saramma, who is incharge of the Isolation Ward 
in the C.M.C.Hospital, and has a lot of experience in 
looking after HIV infected patients briefly detailed the 
Statistics with regard to HIV +ve patients treated in the 
ward. There were 39 patients in all - 21 male, 16 female, 
and 2 children. Of these, 8 patients came for delivery, 6 
patients for post-partum sterilisations, 1 hemophiliac 
with HIV infection who underwent hind quarter 
amputation because of a neglected necrotising lower 
limb, one patient who had _trans-urethral prostate 
resection, one patient who had acute appendigitis and 
herefore appendicectomy was done. In othér words 
‘hese are patients one may not have diagnosed as HIV 
infected or AIDS unless screened. 


DrJohn : "You sound so casual about looking after 39 
patients in the ward yourself. Please tell us, did the 
health workers including doctors, nurses, laboratory 
workers, have any fear or ap»rehension in looking after 
these patients at all, or did they just accept them like 
any other patients ?” 


Sr.Saramma : "No, fear is natural even I was afraid. 
Initially fora few months I did not have any fear. Later 
I had a cut and when I went back to my room I started 
worrying, what will I do if I get infected? For about one 
and half days I was quite upset. Later I got the 
information that we had to receive a doctor from another 
State who was HIV positive. I became annoyed. Why 
in CMC only we have to look after such patients. Why 
can’t others? I had so many questions to ask myself and 
I approached my nursing superintendent and asked her 
why she was admitting all these patients only in our 
ward. I was really upset and was planning to leave. 
Then by God’s grace I started posing a few questions to 
myself. You have been working in isolation ward all 
these years and yet you have not contacted any one of 
these diseases. I got the assurance that God who 
protected me all these years will be able to protect me 
from this HIV. God is able to protect me and strengthen 
me and the same night I went and told my 
superintendent to forget all I had told her and also about 
my willingness to continue in the ward. At that time I 
was bothered about my staff as well. I knew that they 
also had the same fear and anxiety. We got in touch 
with Dr. Jacob John from the Psychiatry department 
who readily came to our help. He came and discussed 
the several issues with our staff. Actually many of our 
attenders, sweepers and even nurses were scared in spite 
of my explaining to them. After these classes, their 
doubts were cleared. Thereafter we had no problems. 
When new staff members join us we explain all these 
issues to them. We have: regular health education 
sessions. We distribute magazines which discuss these 
problems. One of our sisters conducts regular classes. 
After taking these measures we are quite happy. I can 
understand that if we take enough protection we need 
not fear. I have to have protective clothing and have 


other protective measures, then there is no possibility of 
infection. We have to teach our staff also, we have to 
frequently take up the education programme as new 
Staff members continue to come in rotation to work in 
the ward. Then there is the question of supplies. We 
have to provide enough supplies - for eg. disposable 
gloves, disposable syringes and needles, Dakins solution 
etc., and then we can tell our staff that they need not be 
afraid. It is our duty to provide these materials, We can 
boldly tell our staff that if you follow the protective 
measures there is nothing to worry." , 


Dr.John : "In other words everybody will have fears 
and apprehensions and the way to tackle it is to give 
information - accurate up-to-date information, which 
will satisfy their intellectual fear. We still may have an 
emotional fear that we are unable to put our finger on 
where we may need a little more help than mere facts. 


If a needle stick injury occurs while dealing with the 
patient with Hepatitis, B, there is 40-60% chance of 
infection to occur from a Hepatitis B positive patient to 
the nurse or technician or doctor. Under the same 


. Circumstances if it is an HIV infected person a needle 
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Stick injury may carry the risk of less than 1%. 
Therefore the actual numerical risk is higher for 
Hepatitis B than for HIV. It is a cold fact. It does not 
Satisfy me because I may be under that 1%. Therefore 
one must be supported with adequate precautionary 
measures including a common sense approach on how 
to handle the needle after you take blood. Quite often 
people come with needle stick injury because they try to 
resheath the needle. So we need to give retraining and 
emotional support and above all have people like sister 
Saramma who are willing to show others that we can 
overcome fear and work with empathy with these 
patients, and look after them like any other patients. We 
are called to this profession and we cannot say we are 
unwilling. Of course, there is a small risk. It is very, 
very small. It is not as high as getting typhoid fever or 
TB or much less than getting infected with Hepatitis B 
virus. 


I am not saying that there is absolutely no risk. 
There is a small risk and we are called to take that very 
small risk. I was commenting to my group today, that it 
is less risky to work in isolation ward and look after 
patients than to travel from Vellore to Madras by car. 


Let me now call upon Harriet Jayakumari who is our 
social worker. I would like her to tell us briefly about 
her experience in looking after these patients, talking to 
them, knowing their family background, social back 
ground, their own perceptions, fears, anxieties, 
knowledge or lack of knowledge and how constant 
support has been given by the social service department 
of the hospital." 
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Ms.Harriet Jeyakumari: "We are getting patients - 
STD patients & prostitutes. Usually we do not get many 
prostitutes as patients but we do get STD patients from 
the government hospital and our own hospital. They 
come from the low economic group such as rickshaw 
pullers, lorry drivers, cleaners, coolies and others. After 
we detect them, we get the addresses and visit their 
houses. We ask them to come to the clinic where we try 
to get the personal and family history of the patients. If 
they are married, we will ask the wife and children to 
come to the hospital, where we collect blood samples 
from the wife and children as well. Most of the ‘people 
do not know what AIDS is. They are not serious about 
the disease. We give sex education, though they are not 
Keen about it. We ask them to use condoms wherever 
they want to go, but they are not using them. The lorry 
drivers and cleaners, for example - wherever they go 
they will go to the prostitutes, and later infect their 
wives and through them their children. Eight children 
have been found to be infected in our study. We are not 
doing any follow up with prostitutes because they are 
not available. If they are found positive at Vellore they 
will immediately shift, they may go to Salem or 
somewhere else because their business is getting spoilt. 
Some of them are very upset knowing about AIDS. For 
such patients we give counselling and refer them to HIV 
clinic." 

Dr.John: "An HIV +Ve patient is looked after in 
CMC by a team including social workers. This we are 
able to do because we have a project. We are able to do 
the follow up but I don’t think this will be possible in 
every institution. Therefore we may have to learn some 
of the lessons and act as counsellors. Social support 
must be given through the existing infrastructure. Very 
little exists, but we will have to find out what exists and 
strengthen them. As Harriet said, if prostitutes are found 
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to be positive they seem to disappear into the void: we 
do not know how to get them back and follow them. The 
pimps take them to some other town and we lose contact 
with them. Very rarely we may contact them a second 
time but by then the person has already changed her 
name and she is a ’new’ person. 


In most of the other instances,Harriet and others 
were able to locate them in their household and if the 
person does not know anything about AIDS, they have 
never even heard the word, he or she does not know the 
Seriousness of the problem, what should we do then ?. 
Should we paint a picture of AIDS: this is what you are 
going to be. Or should we be helping that person only 
whenever problems arise. 


If the person has already heard about AIDS and 
knows about the problem thereof, then we tend to 
inform that person because that information belongs to 
him or her. It is not our secret, it should be shared. That 
person should know and that communication process is 
stressful. Hari and I in the beginning were stressed in 
telling a person who already knows about AIDS, that he 
is HIV infected and he may one day expect to have 
AIDS. In that stressful situation the case is given 
psychiatric, psychological counselling Support. We 
realised that professional support must be given to the 
patients and the infected persons themselves and that is 
where Dr. Jacob K John came into the picture. He was 
gracious enough from the very beginning to help in this 
endeavor. Jacob was very helpful to Hari and her team 
and ourselves and our team to regain our composure and 
be able to continue working on this emotionally 
surcharged problem. Dr. Jacob K John will tell us about 
the psychological problems of this disease infected 
persons we see in our socicty. 
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DrJacob K.John: "My senior colleague has already 
described how a psychiatrist got into this “infective 
illness". Let me actually continue this a little further -- 
the story of the first three patients that I got involved 
with. One of the patients whom Harriet had identified 
and asked to come to the hospital, came with his father 
and with a wedding invitation. You know what a flap it 
would have caused -- he was not a ’patient’ in the sense 
he was a healthy fellow who came, had his blood tested, 
and was found to be HIV +ve. He came with his 
wedding invitation, and began distributing them in the 
hospital. This raised a dilemma -- should we tell him 
about the infection?. By telling him and if he is stopped 
from marrying this girl at least we would save her. We 
Save another life. The same question of whether to tell a 
Carrier came up with the next patient. He and his wife 
had had a tiff and she had gone to her parents home. He 
in his anger wanted to retaliate and went to a prostitute. 
Probably in that one contact he got infected. By the time 
we found him to be infected, the family had reunited 
and she got pregnant. We tested her and she was also 
found infected. These were our first three patients as 

healthy carriers. 


After a lot of soul searching, we decided to inform 
these people. In a nut-shell these three people bring out 
the kind of reactions a person has when informed about 
AIDS. When this chap who was going to get married 
was told about it, he said, " I’ll show you, let me infect 
as many as I can before I give up". He went off on a so 
called sexual rampage. Of the couple, the man became 
extremely depressed, started drinking, and to cut a long 
story short, in spite of a lot of intervention, one day 
hung himself to death. The wife with forbearance has 
borne it in a very mature manner, has had a baby who is 
also HIV positive and is now in a Situation where she 
accepts the fact she may die one day and she may leave 
behind some orphan children. 


With these stories what I am trying to highlight is 
not only the reactions of people, but the future of these 
individuals: the concerns that .they have in their minds; 
about children who are probably going to be orphaned 
and nobody wanting them even though they may not be 
infected, only because their parents were infected. 
Among the difficulties the unmarried man had - though 
the parents did not throw him out of the house, they kept 
him in an out house, gave him his separate plate and 
spoon, used to throw food at him rather than feed him, 
and he was isolated within his own house. The family 
allowed news about his infection to slip out and 
thereafter he lost his job, and finally the family also had 
to shift out of their house. 


This is the background with which we started 
examining our own role. Should we inform them at all?. 
What are the ethical issues involved?. We could not take 
the Western ethics standards verbatim and apply them 
here. Issues were different, family and social practices 
were different. After a lot of thinking and discussion, we 
in CMC Hospital came to a decision that we should 


inform the infected individual about his Carrier status, 
but we do this only within the framework of being able 
to support them. This was the start of our heightened 
involvement into the psycho-social Support of patients 
in the AIDS clinic. 


Along with this we started looking at the process of 
this. What are the lessons to be learnt from this?. We 
have to support these people, but how?. From the 
perspective of a developed country it is casy - you have 
social workers, community nurses, practice nurses, all 
sorts of people who can go out and support them, cater 
to their individual needs. Here, it is not. What we do 
has to be woven into the system which already exists, 
which already is bulging at its seams. If we develop a 
system of caring and supporting, it has to be done within 
the framework of what is not only available, but 
economically feasible and easily taught. 


I wont go into the pure psychiatric aspects of the 
disease except to mention that AIDS may present with 
any psychiatric syndrome. All the syndromes from 
anxiety, adjustment reactions, to gross organic psychosis 
and dementia have been described. What is important to 
the audience here is beyond that. What are our roles, 
how can we go about dealing with the needs of persons 
identified?. 


I'll raise yet another issue. I talked about the 
patients, their families and some of the social problems 
around them. Equally important is the attitude and 
practice of health professionals they come into contact 
with. In CMC, when a patient for the first time was 
suspected to have HIV, he was immediately discharged, 
even before the report reached the ward. The patient was 
quite sick, mind you. He went home and within a day 
came back to the casualty and he died. When he came to 
the casualty nobody knew that he was HIV +ve because 
his records had not reached. He died and was shifted to 
the mortuary before people realised it. This led to quite 
a furor among the staff. Sr.Saramma also told you about 
some of the concerns and difficulties she had to face. 
Understanding and trying to change some of the staff 
attitudes became another of our concerns. Part of 
supporting the patient would be a caring acceptance by 
the health staff. How can we get our colleagues: medical 
practitioners, nurses, etc. to accept them as other 
patients and treat them as human beings?. 


I am going to actually take you back into history 
about what patients with leprosy went through. 
Association between leprosy and HIV takes a close 
parallel. Leprosy was thought of as a sexually 
transmitted disease. Leprosy was thought of as a result 
of sin. Lepers were thrown out of the community. It 
took the missionaries and the church to care for them 
and finally centuries before the society at large began to 
accept them. The early missionaries saw it as a vision. I 
am now throwing this as a challenge rather than a 
question about our role in this. How do we get people to 
accept this challenge?. I feel that the most important 
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thing is the political will or vision to want to do 
something. If our institution in the beginning had 
decided ’no, we will have nothing to do with AIDS’, 
our programme would have had a premature death and 
we would not have had a chance to share our 
experiences with you. Govt of India dragged its feet and 
you know what is happening in AIIMS. Today even 
though the political will has come up, the problem is 
related to staff: doctors, nurses, paramedics and others. 
Helping them get over their bias is possible and we 
managed to do this in CMC. Our experience shows that 
there are two stages which need to be addres$ed in this 
process. The first is providing adequate and accurate 
knowledge, uncomplicated in its understanding. 
Secondly this has to be combined with an opportunity to 
share feelings and emotions about it, preferably in more 
than one session. Coming back to dealing with patients, 
the inputs required are to support them and teach them 
prevention, and to follow up on these. When we started 
seeing the patients, we spend hours with each one of 
them trying to impart information about their carrier 
Status, with the philosophy that if we prevent one other 
person getting infected, that was worth it. Even before 
that was effective, we found that we had to first help the 
patient tackle his own fears and reactions to the fact that 
he was infected. The more they learnt about the disease 
the stronger the reaction. Unless this was addressed, 
imparting further information was ineffective. We have 
to get them on our side, help them in their adjustment in 
terms of living as whole a life as possible, and help 
prevent spread of the disease. Sceing them on a one to 
one basis soon had its own problems. We now have over 
60 patients in follow up. Individual sessions, even an 
hour a week, was a massive input in terms of time and 
personnel. So we tried to put patients into a group to see 
whether as a group they could discuss and learn and 
support each other. I wouldn’t say we have been regular 
with the group. Whenever we had a group going, the 
experience has been fairly fruitful, and with an hour of 
input we managed to get through about 12 to 14 hours 
of therapy. This is the sort of thing we have been trying 
and hopefully will be able to come out with some 
answers as time goes on. 


In terms of teaching prevention, necessary facts are 
available in the printed media. What we tell the patients 
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essentially is to prevent mixing body fluids, i.e., blood 
& semen, and teaching them specific manoeuvers like 
using a condom every time they have sex. How do you 
go about it?. We could take a lesson from the Thai 
people who are working with prostitutes. As you may 
know, in Thailand, sex is an industry. Prostitutes are 
taught to "erotically" put a condom on to their client. 
We do not go that far but do try to teach them the need 
for a condom and how to use it. Sometimes supply or 
show them where they can get it and how to dispose of 
it. Similarly, as you all know, in Tamil Nadu, local 
belief is that when you go to a doctor, he must give you 
an injection. Every time there is an injection, that needle 
and syringe is going to be used for somebody else after 


_ varying quality of sterilisation. So these patient had to 


be taught to tell the doctor, "please don’t give me an 
injection unless it is absolutely necessary, and if it is 
needed please use a disposable needle and syringe". 


But the disposable needle and syringe again causes a 
problem. Have you looked at how these needles are 
disposed?, What do we do?. We throw them away. A 
whole group of urchins who are scavenging in the 
dustbins will be cannibalising these needles to get the 
metal out of it. Therefore what do we do?. In CMC we 
have started incinerating these disposables. How many 
doctors, not to mention hospitals can afford 
incinerators?. These are issues which you come across 
as you go from stage to stage. These are things we can 
feed back to you in the medical profession. Similarly, 
educating society about prevention, encouraging social 
and moral values against promiscuity, discouraging 
prostitution, teaching safe sex practices, providing safe 
blood and needles are our responsibility today. These 
social inputs in general and individual patient related 
messages in particular is in our hands. Sometimes you 
need some ingenuity in this. Before I end let me tell you 
another story. There is another patient of ours, who 
carried a condom when he went to a prostitute. He then 
came back to report that the prostitutes laughed at him 
for using a condom. I am going to leave it to your 
ingenuity about how to get around that one. 


At this stage I will ask Dr.T.Jacob John if he would 


like to take on the other important areas of prevention in 
the hospital: labs, blood bank, wards, etc. Thank you." 
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Dr.TJacob John: "If, in a hospital, there is no 
Screening for HIV, you will probably not diagnose 
AIDS. It does not mean that it does not exist: it means 
that we are not able to identify those who are infected 
with it. Please don’t think, therefore, that we are safe. It 
is safer to work in Sr.Saramma’s unit than in any other 
ward because there these people are identified and we 
are sure that the infected people are infected. When we 
know that they are infected, we take the specific 
precautions of wearing gloves, masks and goggles, 
when we do investigative procedures. All precautions 
are taken. Major surgeries have been done’ with 
precautions. It is those patients in whom we have no 
idea about the patient’s infection status that we tend to 
be less careful and therefore we get infected. Therefore 
we need to accept that the infection is here and there, we 
do not know when we will encounter an infected person, 
and therefore we must assume that everybody is 
infected, unless proved otherwise. In terms of 
laboratory safety and safety in the wards, every hospital 


must examine its own standards of behaviour, standards - 


of supplies, standards of sterilisation and have a small 
committee, called hospital sterilisation committee, or 
infection committee, or cross infection committee, or 
nosocomial infection committee, a committee to look at 
issues Of transmission of infection both in the laboratory 
and at the bedside - we need to do that. If AIDS is the 
only reason for this, thank God for AIDS ! We needed 
to do this for many other infections, and we ought to 
have done it a long time ago. We did not, so do it now. 
We need to look at hospital practices and policies; a 
day will come when many hospitals will have cheaper 
ways of testing for HIV; just like you ask for a VDRL 
you may be asking for HIV test in another 2 or 4 years; 
you should be prepared for that and if you find the 
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person positive what is your hospital policy going to 
be?. Will he be admitted to a general ward, open ward, 
private ward, special ward or an isolation ward?. Will 
routine nursing be done or Special precautions taken 
such as double gloving and use of gowns?. Who will do 
these procedures - biopsies, interventions, scopies?. Will 
you use the same scope or separate scopes?, Will you 
use disposable needles and syringes? How will you 
destroy the needles? All these questions must be 
addressed by somebody within the hospital. So each 
hospital must have a group or committee to look at 
policies also. To begin with, you may have one 
committee looking at these issues in general; 
subsequently the committee can be split up for specific 
purposes. Mind you, if you have an AIDS patient 
admitted, the expenses go up because of additional 
disinfectants; we use a lot of Dakin’s solution, we use 
Butyraldehyde, disposable gowns, goggles, masks and 
gloves for every procedure on a given patient - these are 
all disposed off, so the prices go up. Who is going to 
pay the price?. The patient is by and large poor. These 
issues also have to be addressed by the hospital 
committee . I will leave the details of infection contro] 
at the bedside to which Sr.Saramma alluded. We leave 
the lab infection issue also. For example, since the body 
fluids are the infection source, if you use a 
mouth-pipette and blood goes into your mouth and if the 
blood is infected, you have a chance of getting infected 
much higher than probably from a needle stick. So 
mouth pipetting should stop. These issues are common 
sense issues and I don’t want to go into details at this 
moment of time. My colleagues and I have raised a lot 
of issues, we have not given all the answers, but have 
shared our experiences. You now raise your questions 


‘ and we will be happy to attempt to answer them." 
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GENERAL DISCUSSION 


Elective student from Scotland :"I am from 
Edinburgh, Scotland. I am in the unfortunate position of 
coming from the what you call AIDS capital of Europe. 
So, AIDS is something I live with everyday, it is sad to 
Say but we are becoming very complacent about AIDS. 
As students, we were encouraged to draw blood for 
investigations wearing gloves. I have yet to see one of 
my colleagues actually donning a pair. I really thihk that 
the health workers are putting themselves at risk. 
However the Govt is taking a lot of measures trying to 
educate people about the risks of AIDS and I have to 
confess that my opinions are somewhat biased because 
in UK we offer everybody pre-test counselling because 
of the implications of the diagnosis. When you find an 
HIV positive you are under an obligation to tell your 
Insurance company and it is going to cause a lot of 
problems. 


With respect to blood donations, anybody who 
comes to give blood has to answer a very detailed 
questionnaire, in confidence, about whether or not they 
are likely to be at risk for transmitting AIDS. All blood 
samples are tested for HIV at the time of screening and 
anybody who is found to be positive will be called and 
the situation explained to him. Giving blood in UK is on 
an entirely voluntary basis and you are accepting the 
fact that your blood will be tested for AIDS. We have a 
big problem with people coming for tests, who are very 
ignorant about risks. Many people still think that if you 
go to a swimming pool, and swim ten laps and 
somebody from Edinburgh is there you are bound to get 
AIDS. So we have a lot of experience - I think we have 
Still a lot to learn. I am very impressed with the fact that 
in India, although you do not have the problem on a 
large scale, you are already beginning to take steps t 
think about how you are going to tackle it. : 
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Regarding the admission of patients, in Edinburgh 
we have a large hospital which deals with infectious 
diseases and if an HIV patient is admitted with an 
infectious disease, he will be admitted to the general 
ward. We try to respect the wishes of the HIV positive 
patient. Many of them are very embarrassed about 
having HIV. They are worried what other people would 
think, so often they will be put in isolation rooms at 
their own request. With respect to Surgery, they will be 
admitted to a general surgical ward, the nurses will be 
informed of the risk and most of the cases of HIV 
surgery will be put at the end of the list so that the 
theater can be cleaned thoroughly afterwards. The 
Surgeons will also have to take certain precautions. 
There have been a lot of discussions in the journals 
about whether double gloving is really helpful. Many 
surgeons feel as medical students feel while taking 
blood, that when you wear two pairs of gloves, you 
can’t feel the body tissues that you are handling. There 
was an idea in Edinburgh to set up a special care unit for 
HIV patients who were terminally ill with AIDS and 
this has met with a lot of public opposition. The ID 
hospital is situated in a residential area - there is a lot of 
education going on to try and persuade people that HIV 
is not Contracted through air. The general feeling is that 
it is better to keep the HIV patients in the community 
wherever possible and to give treatment as far as 
possible at home . We are trying to emphasize to the 
general public to a great extent that there is not as much 
stigma in having AIDS as they think. The HIV infected 
patient is a human being and he has enough on his hands 
knowing that he may develop a horrible illness and 
aware that he is going to die. Does he also have to deal 
with the fact that nobody even wants him around ?" 
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QUESTIONS FROM THE FLOOR 


Do we have to introduce these tests routinely for 
everybody, whatever the disease? Is it necessary that at 
some stage you may have to think of special hospitals 
exclusively for these patients? Mission hospitals 
certainly can rise to that challenge if called for - but all 
these are probably issues that need to be considered. 


Dr.Viziakumar raised an issue whether we could 
have special places where HIV infected people could be 
treated - like a TB sanatorium, or a leprosy sanatorium. 
Good idea; superficially, it would seem to redtice the 
problem for general health care givers, but unfortunately 
for two reasons that does not seem to be realistic. 
Firstly, HIV infection is not easily identified as leprosy 
or TB could be, so technically Speaking it is not very 
feasible to have an asylum type of care. If such an 
asylum is provided to put everybody there, a lot of 
people will be under-diagnosed and therefore will not 
reach the sanatorium. We will be under the false sense 
of security that we are safe whereas in fact we will not 
be. Special hospitals will get only those who are 
definitely identified as infected. More important than 
that, for every detected AIDS patient or HIV infected 
person, there might be 10 undiagnosed ones. In fact 
these undiagnosed ones pose a much greater risk to both 
health care workers as well as other hospital clients. 
Technically speaking, this a not sound approach. 
Moreover, philosophically or ethically, or as a good 
program manager, or as a health care administrator, or 
as a health minister do you think it is a viable 
alternative? In my opinion, it is not. 


HIV is going to affect ordinary people and the 
infection is so inefficiently transmitted that it is quite all 


right to treat these people in ordinary hospitals. We will - 


have to learn how to handle them, learn how to diagnose 
them and we will have to cope up with the problem. 
Otherwise we will create untold misery for the person 
who is already sick in terms of isolating him 
unnecessarily. 


Cuba has recently established a colony for HIV 
infected people. It is the only country in the world 
which has done so. Visitors from WHO have not been 
allowed to go and see. I served on a WHO steering 
committee on global program on AIDS. We have been 
denied access to visit the facility to know how they 
handle it. So we don’t know very much about it. To my 
knowledge except in Cuba this has not been thought of 
as a feasible idea anywhere in the world including 
African countries where the problem is so rampant. 


Do you get prior consent or give pre-test counselling, 
before HIV test is done, considering the implication of 
diagnosis? Does the patient have a say in whether or 
not HIV test is done, or does the doctor decide? 


The answer is no, we do not give pre-test 
counselling, although we do have counselling facilities. 
Testing is done on a routine basis as any other test is 
done in India. If I were to mention to a patient that I am 
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going to do a Hb, WBC and ESR, it doesn’t make any 
difference to him. Similarly, when a patient comes with 
Suspected Sexually Transmitted Diseases (STD), he is 
tested for VDRL and other STD tests without specific 
permission, If a patient is able to understand, these are 
explained to him. By and large, in India, there is an 
implied permission given to a doctor that he will do 
appropriate investigations as judged useful for the 
patient. Most of the ethical committees in India who 
have addressed this have taken this view, However, if a 
person is found to be infected, this information is passed 
on to him only in the framework of a counselling and 
Support service. This, I believe, is very important. 


What are the chances of the child born of HIV positive 
patient being infected? 


It is not 100% - we have had 8 deliveries so far, and 
in all of them the cord blood was positive. The cord 
blood antibody is really maternal antibody and to see if 
the child is infected, you must re-test the child after 1 
year. Of these eight cases, only 2 have been tested after 
1 year and of these 1 is positive and the other is 
negative. I won’t be able to tell you what the percentage 
of transmission in our country is, yet. Abroad it is 
estimated that about 30 to 50% of children born to HIV 
positive mothers will be infected and found HIV 
positive when tested 1 to 2 years after birth. 


How long does it take for a patient to become HIV 
positive after being exposed? 


It ranges from 5 days to 3 months, the usual period is 
2 to 4 months. So if a person suspects he may have 
been exposed to HIV infection, you should re-test the 
blood at the end of 3 months, and if at the end of 3 
months he is negative, it is very unlikely that he would 
have developed the infection. 


How will you deal with the problem of people who have 
been infected with HIV but are ELISA non-reactive? 


That is the false negative group. I suppose based on 
clinical suspicion you have to re-test them, and again 
test them later. False negatives are very rare indeed. 


What is the maximum incubation period? 


I have menticned that there are long term follow up 
Studies. Recently there was an article about a person 
who was asymptomatic for 12 years. It is more than 10 
years, but whether it is going to be 20 or 30 years I do 
not know. Maximum known so far is 12 years. 


What is the average duration of stay in the hospital? 


In our series of patients admitted and treated in the 
ward, we had two seriously sick patients and one of 
them was there for two months and the other for one and 
half months. But on an average, most stay for 1 to 2 
weeks, because they are only there for symptomatic 
treatment. When they get well they are discharged. 


What is the average cost of treatment ? 


Previously it used to cost a lot, but nowadays it is 
less so, and it varies according to the condition of the 
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patient. For seriously sick patients we use a lot of 
disposables disinfectants etc. For one pair disposable 
glove we need Rs.3/-. We get Dakin’s solution in bulk 
packing of 40 liters. For 25 liters of 1% freshly made 
solution we require Rs.40/-. We have the additional cost 
for these as well as for disposables, syringes and 
needles. For very sick patients it becomes costly. If 
they are not so sick it is not so expensive. The additional 
average daily cost for infection control and containment 
would be about Rs. 50/-. 


What type of isolation technique is used When these 
patients are kept? 


It is our duty to cover the mattresses and pillows as 
these may be used by other patients subsequently. We 
protect mattresses with mackintosh covers and pillows 
with plastic covers and then we put them in a separate 
room. We use plastic gowns - disposable gowns - when 
looking after patients as well as when we handle dirty 
linen or make the bed or handle infected instruments 
and materials. When we have to handle body fluids we 
use double gloving and other personal protective 
measures.When we have to look after haematemesis or 
severe cough, we wear goggles and masks plus gowns. 
Disposable syringes and needles and disposable gloves 
are all discarded into a plastic bag in the room. Every 
day we send the discarded items and the plastic bag in a 
sealed cardboard box to the incinerator. | 


We have a large number of questions on testing, 
philosophy of testing, availability, methodology, cost, 
and so forth. 


Testing has not yet become a routine lab procedure 
for diagnostic proposes in India. It is in the transitional 
phase, from an ’experimental’ or ’epidemiology’ or 
"research’ phase to making the testing available as a 
routine diagnostic test. We are beginning to transfer 
from one phase to the other. So routine diagnostic tests 
are not available widely in India today. 


Essentially we are looking for the antibody to the 
virus. Commercially available kits: are what are used in 
most places. The most sensitive, meaning, a test that 
will pick up the maximum number of infected samples 
is called Enzyme Linked Immunosorbent Assay or 
ELISA, or Enzyme Immuno Assay or EIA - meaning 
the sarne. The Health ministry purchases large numbers 
of kits and supplies to the various national testing 
centers. These testing centers will accept serum from 


anybody and give the results back free of charge. We 


do our testing on a daily basis. The first line of testing 
is by ‘he ELISA or EIA because it is highly sensitive. 
Occasionally you may have false positives on the 
ELISA reaction. 
whether a person is infected for sure, then you have to 
have a confirmatory technique. 


If you are screening for the safety of a recipient in a 
blood bank, then an EIA reactive blood will not be used 
for transfusion. The donor may or may not be infected, 
it doesn’t matter; that blood is suspect and therefore not 


given. The cost of the ELISA test is somewhere in the 
range of Rs.20 - 25 per test if you have a ELISA reader 
(which Costs between Rs.60,000/- and 
1,50,000/-depending on the model). If you don’t have a 
reader, and you read it visually, errors tend to be a bit 
more as you may not be able to visualise borderline 
colour changes. Good visual assays are yet to come on 
the market, there are some which are also quite 
expensive. There are some inexpensive ones but they 
are of poor quality. Therefore we are not in a position to 
advocate visual assays. There is a simple slide 
agglutination test called Particle Agglutination Test, one 
from Japan, and one from USA; the Japanese one is 
available in India. It is called the ’Serodia test’ by the 
Fujirebio company in Japan. That test is almost as good 
as EIA tests in sensitivity and Specificity. Therefore 
where an ELISA reader is not available you Can use this 
particle agglutination test. Any company from whom 
you obtain reagents will give you the address of the 
suppliers of Serodia reagent. 


Regarding the confirmatory tests, there are several 
types but the most popular is what is called the 
"Western Blot’. It is neither a blot nor western. The 
name Western Blot. There was one Dr.Southern who 
established a technique of identifying DNA in a 
specimen by Electrophoresis in a Gel and then 
transferring the Electrophoretic deposition of DNA onto 
nitrocellulose paper in a process called ’blotting’. That 
was called the Southern Blot test. When a similar test 
was applied for RNA, it was called (tongue - in - cheek) 
the Northern Blot for RNA, and when for protein a 
Similar blotting assay came it was called Western Blot. 
Merely an interesting name, that is all. 


The principle of the Western Blot is to take the viral 
antigens and electrophorese than so that specific 
antigenic proteins reach predetermined positions. 
Transfer this on to nitrocellulose paper, cut the paper 
into thin 3 mm strips and each 3mm strip if treated with 
the serum of an individual and if that individual has 
antibodies to this specific viral antigen, these antibodies 
will stick to the paper as an immunological reaction. 
You can now look for the stuck immunoglobulin by a 
colour reaction and you identify which lines are 
positive. By definition you call a person positive, 


negative or just indeterminate. If all the viral proteins 


are shown in the strip, obviously the person is positive. 
If only 1 or 2 are positive then it is not clear as to 


_ whether this person is specifically reacting to this virus 


Therefore if you want to know | 


or there is some non specific reaction.If there is no 
reaction then that person is clearly negative. So that is a 
confirmatory test. Quite often ELISA may be reactive, 
the Western Blot may be non confirmatory - equivocal 
or indeterminate. In this case you must wait for a few 
weeks or a month or two and then retest the person. 
Most often, if infected, all the bands would show up. 
Those hospitals where they do ELISA test for other 
antigens or antibodies, introducing a new ELISA is no 
problem. If HIV is the first ELISA to be introduced 
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then you need training, at least a week’s training for a 
trained laboratory person. Western Blot, I do not 
recommend for everybody, because it is so expensive - 
Rs.300-500 per sample tested, and that is not necessary 
for every hospital to establish. If you have ELISA or 
EIA reactive blood in the blood bank, don’t use it. If 
you want to confirm that the person is positive, send the 
blood to us and we will gladly do the test for you. 


To summarise what I said in the beginning, although 
I know every hospital does not have a diagnostic facility 
for HIV, nor is it recommended by the health auyghority, 
the day is not far when this test will become routine in 
most institutions and I think we should be mentally 
prepared for accepting that. Certainly it is not possible 
to screen the entire population and distinguish infected 
from the uninfected to prevent transmission. It is clearly 
impracticable. Even if Hitler were to rule India, I don’t 
think it could be done. If you do need to test a small 
number of samples for specific purposes from patients, 
you are most welcome to send it to us and we will help 
with this test. I don’t want to open the flood gates 
because we are already inundated -with a large number 
of samples, but for a specific need we are willing to help 
you. 


The antibody test on blood is done on serum. It 
should be collected under ordinary sterile precautions. 
There is no particular need to refrigerate it because the 
antibody is quite stable. 


Where would one send the patients in whom one 
suspects HIV infection or has confirmed HIV infection ? 


There is no place to send them today, we will have 
to look after them ourselves - there is no alternative. 
Our hospitals will have to learn to look after these 
patients to the level of their ability. 


We are not here to prevent every death nor treat 
every disease. We are here to do our best, and 
transplanting a patient from a rural area to a major city 
hospital in order to get his opportunistic infection 
treated, may be, in some instances, worse than leaving 
him there , where he will eventually die. Judgement 
about what you will do in case of leukaemia, in a very 
poor person or juvenile diabetes, is one’s own, in the 
context of available resources or their lack. These are 
decisions you have to make as and when these situations 
come your way. Don’t feel bad that we are unable to 
solve every problem. We will always have unsolvable 
problems on hand and may God give us the grace to 
accept this. leg ihe ; 
Do you screen your team workers for HIV infection ? 


No, we don’t; nor do we check their sexual history. 
The first patient was treated in CMC in Oct 1986. Three 
months later, all nurses and lab workers, everybody who 
treated the patient or had anything to do with him had a 
round of screening test, and everybody was negative. 
Thereafter we decided it was not worth doing. If there is 
no particular reason to suspect a significant risk or 
accident, we will not test routinely. 


Can contacts like kissing spread the virus? 


I mentioned that the AIDS virus is 
fluids, blood, semen, Saliva etc. The question is about 
Kissing, mouth to mouth, can it spread AIDS? The 
chances are very very slim. The virus has been isolated 
from saliva, tears and such like, but they do not survive 
in that free state, and usually it needs a lymphocyte to 
get into to survive. So by and large, these fluids are not 
very infectious. In our own hospital ENT & Dental 
doctors have actually started using gloves on a routine 
basis, (not necessarily sterile gloves), just on a 
precautionary basis. In terms of human contact, let me 
Say that uptil now, of all the married couples we 
screened, only about 50% of spouses of infected people 
have come out positive. So there is no guarantee that 
they will all get infected. Similarly without sexual 
contact there is no evidence that kissing, hugging, 
Shaking hands, or walking in a place where a person 
with infection had gone is going to transmit it. 


present in body 


Is there any possibility of occupational therapy or 
vocational training for AIDS infected patients if rejected 
from factories? 


I am not sure whether I have understood this 
question, but I don’t think there is any role for 


_ occupational therapy or vocational training at this point. 


We are looking at people who are already infected, and 
who probably are holding a job and then losing it. We 
are not looking for a holding place for those who have 
suddenly become unemployed because of HIV. I would 
actually at this point bring up something which I wanted 
to stress in the beginning and that is . about 


_ confidentiality. We have not really spoken about that at 


all. We are very conscious of the fact that it is 
absolutely important that information about a person’s 
HIV infection is maintained with utmost confidentiality 
as can be practically achieved. It is so disheartening 
when you come across newspaper articles of individuals 
traced down to their address, streets and house number; 
and that so and so had AIDS or have been detected to 
have AIDS. It may make a news splash but the mess 
that it makes of the family is unnecessary, and unjust. 


When we were talking about rehabilitation, the 
recent news about 800 prostitutes rescued from Bombay 
and brought to Madras came to my mind. Of those 800, 
somewhere between 500 and 600 (60% or so) were 
actually infected with HIV, showing the problem in its 
real light in the Bombay Red.Light areas. For some 
time the Govt. kept them in vigilance homes in Madras, 
in Chenglepet, Vellore, Madurai, Trichy etc. Over a 
period of time, the attitude changed and these women 
whose parents were willing to take their daughters to 
their homes, knowing that these girls were infected with 
HIV, having explained to them the implications and 
having obtained a reasonable assurance from them that 
they will look after them and will not let them go back 
to prostitution, those girls were sent home. That news 
did not hit the headlines. Keeping them in was in the 
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news but sending them home was not. 


Approx. 100 to 150 women said they don’t have a 
home to go back to and they did not want to go back to 
Bombay to their old trade. Therefore they have been 
housed in vigilance homes, either all of them in Madras 
or distributed in 2 or 3 vigilance homes. They are being 
housed. A small group have escaped and presumably 
gone back to Bombay. The two large groups were those 
who were sent home and those who were Staying in 
vigilance homes. The Govt looked at giving them 
vocational training, rehabilitation etc. None of those 
Schemes work today because the infrastructure does not 
exist; sufficient number of social workers are not 
available to go to their homes and maintain follow up. 
Under these circumstances, the best thing was to leave 
the responsibility to their families. These women are 
the victims of society. Society was going to punish 
them a second time by incarcerating them. It is not 
correct. Therefore they were sent home. That I think 
was the right way of handling this situation. 


Is there any vaccine to prevent AIDS ? 


Unfortunately no. The predications are that within 
the next ten years there will be a vaccine. Even if there 
is a vaccine, we in India will not know how to use it and 
in my personal opinion the vaccine is unlikely to be very 
effective. So I will not put my last penny betting on a 
vaccine. I would suspect that a vaccine is not going to 
be a way out of the infection, at least for the time being. 


I am ordinarily an optimist but when it comes to HIV ' 


vaccines I am a pessimist. 
Is Dakin’s solution virucidal ? 


Yes, it is. Freshly prepared Dakin’s solution is the 
best and cheapest virucidal agent that we have. Sr. 
Saramma uses liberal amounts of a 1% solution. I 
would recommend 2%. For spills of blood, for 
decontamination of syringes, needles and glassware, 
Dakin’s solution is very good. For soaking linen and so 
forth, if you do not have an incinerator, and if you know 
a patients’ material has ‘been infected, you must 
decontaminate it either by boiling or autoclaving. 
Disposal of wastes is a problem. There are many 
hospitals that do not have or can’t afford to have an 
incinerator. 


Could you throw some light on AIDS in children? 


Paediatric AIDS - I have very little experience with 
paediatric AIDS. Earliest age at which a paediatric 


AIDS case has been reported is a few months - The. 


incubation period of paediatric AIDS transmitted from 
the mother to the baby tends to be shorter. So a few 
month old babies with full blown AIDS have been 
reported. It may be as long as ten years as was 
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mentioned earlier. The median incubation period for 
adults is about 8-10 years now. In the paediatric age the 
median age is 3-5 years and we Suspect that all infected 
children will die before their 10th birthday. 

The symptoms in the paediatric ag» groups, are more 
or less the same as adults, Multiple infections, failure to 
thrive, dermatitis, chronic diarrhoea, fever and so forth. 


Precautions to be taken by the pediatricians are 
exactly like in the adult cases: common-sense 
precautions to prevent body fluid contact to broken skin, 
Or mucosa. In the labour room (as we said earlier, we 
had at least 8 deliveries that we know were by HIV 
positive women) glove, gown and goggles - the three 
G’s are the precautions against the flood of body fluids 
that we come across in the labour room. In addition to 
masks, you must be gloved, wear gowns (preferably 
impervious ones); so a plastic apron Over which a cotton 
one if you like, and you must wear large plain glass 
goggles, the fashionable large glasses that ladies wear, 
as big as possible so that any splash will not hit your 
eyes, your mouth or nose. If you want to cover your 
whole face, visors are available. Goggles and masks will 
take care of most situations. 


How safe is it to use un-tested blood? 


In the West if you ask a donor a confidential 
question, say, have you had any sexual promiscuity or 
contact or whatever, they are probably more likely to 
answer them a little more truthfully than in our society. 
Therefore, it is very difficult to get a history of high risk 
behaviour. Previous blood transfusion, especially after 
1985 is another risk factor for the donor. So if a family 
member volunteers blood, I think you could accept it for 
another member of that family if screening is not 
possible. Remember that in a tight situation, patients 
tend to "hire" professionals donors and describe them as 
family. 

If it is blood from an unknown donor, it is a tricky 
Situation. The probability of an unknown voluntary 
donor’s blood being positive is less that 0.4/1000 today 
in Vellore, if that is any consolation. By and large our 
bloods are clean, except from professional donors 
where the risk is high. With true volunteer donors, the 
risks are very low. So in an emergency, if you take that 
risk, I think everybody will understand it. Ideally it 
should be screened, you need to have a stock of 
screened blood for emergency if you are going to give 
guaranteed safe blood. ' If you have a small blood bank 
and if you cannot stock enough units of a particular 
blood group and type, then occasionally you may have 
to take the risk, preferably after taking a detailed history 
of high risk behaviour from the donor. 
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A CHRISTIAN RESPONSE TO THE AIDS PATIENTS 
(Edited version of the Talk given by) 


Fr.Thomas P.Kalam, M.Psych.Se.,Ph.D. (U.K) 


I am very grateful to the organizers of this seminar 
for giving me this chance to share some of my 
convictions regarding the ethical attitude that christians 
Should have towards AIDS patients. One of my 
convictions regarding ethics in general is, that for a 
christian, ethics is not an abstract science. On the 
contrary it is a concrete reflection of the implications of 
one’s commitment to christ, His values and His Gospel. 
That is why for St.Paul ethics is "living in Christ", 
“following Christ", "imitating Christ" or accepting His 
value system. Speaking of ethical attitude towards AIDS 
patients which is Christian should have towards AIDS 
patients and the problem of this scourge of AIDS, the 
question we should ask is: "How would Jesus have dealt 
with this problem today?" Obviously Jesus never had to 
deal with this problem in his life time. It is a modern 
problem. He, however, had similar problems during his 
time, like leprosy. The question we should ask today, in 
the light of his dealing with leprosy patients, is: How 
would he have dealt with AIDS patients? 


What is it that distinguished Christian health care 
ministry from non-christian one? what is the 
distinguishing mark of Christian health care ministry? 
Evidently it is not the medicines that are prescribed by 
the Christian hospitals. I have not come across any 
Christian medicine yet! Regarding the surgical 
procedures too, there is nothing typically Christian. 
Most of the patients who come to our hospitals and 
dispensaries are not Christians either; neither are the 
majority of the people who work in these institutions. 
Even the administrators can be non-christian. What, 
therefore, distinguishes the Christian health care 
ministry from the non-christian one is that it is part of 
the mandate that we received from Jesus of Nazareth: 
and that mandate is to evangelize. In simple English it 
means to proclaim the good news. It does not 
necessarily mean to baptize. As St.Paul said: For Christ 
did not send me to baptize but to preach the gospel. ( 1 
Corinthians 1:17). The good news that Jesus wanted his 
disciples to proclaim consists in proclaiming the 
fatherhood of God and brotherhood and sorority of 
humankind. If God is the Father of all human beings, 
every man is my brother, every woman is my sister - 
irrespective of caste, creed; colour of the skin or quality 
of character, and therefore every life is precious. 
Basically this is the’sum and substance of the good news 
that Jesus wanted his disciples to proclaim. I do not 
understand why people think that ’evangelization’ is 
difficult in the context of the religious pluralism of 
India. I do not understand why people are talking about 
*indirect’ evangelization, either. If the good news that 
we have proclaim is that every life, as a gift of God, is 
precious and it must be celebrated, then who would have 
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any Objection to that proclamation ? Why should it be 
proclaimed indirectly. It is Only when we equate 
’evangelization’ with ’proselytization’ that problems 
arise. Basically the good news that Christians have to 
proclaim tells every human being that he/she is precious 
to the Christian, whatever be the religious, cultural, 
ethnic, racial or class background of this person be. This 
proclamation becomes all the more urgent when the 
precious human life becomes disrupted in any way. 
When, for example, it becomes disrupted by poverty, 
the Christian must be there to proclaim its preciousness 
through poverty eradication programmes; when this life 
is disrupted by ignorance and illiteracy, the Christian 
should be there to proclaim the same news through 
educational mission. The same way, when the human 
life, which is supposed to be a gift to be celebrated 
becomes disrupted by illness and death, the Christian is 
there to proclaim its preciousness through health care 
ministry. It is in this context that we should appreciate 
our mission towards AIDS patients. Our message to the 
AIDS is simple and straight-forward: You are a precious 
person, a child of God, my brother/sister, even when 
your life is disrupted with HIV infection. Life does not 
cease to be precious because of AIDS, no matter how it 
was contracted, no matter who is the victim of this 
scourge. 


This is the basic purpose for which we are in the 
health care ministry: to enable people to celebrate life 
even when it is disrupted by illness and death. The first 
Christian hospitals in Europe were founded to take care 
of the incurably ill, patients for whom there was no 
chance of any cure. Things have changed drastically 
today in health care profession. The emphasis has been 
shifted from care to cure. No doubt, curing is a very 
important part of caring. I would even say that where 
curing is possible, it is the most important means of 
caring. Where, however, curing is not possible, there is 
still room for caring. There is a limit to our ability to 
cure, but there is no limit to our ability to care. \When 
health care is exclusively tuned to curing, it becomes 
disinterested, or half-heartedly concerned about the 
incurably ill. The moment health care professionals 
realize that the chances of recovery from an illness is 
bleak, they lose interest in the patient. In many cases 
they even disappear from the scene letting the 
"chaplain" dominate the scene. The chaplain, thus, 
becomes the herald of impending death and doom! This 
is the result of medical profession becoming exclusively 
interested in curing. The emphasis should go back to 
caring and viewing curing as part of caring. 

It is in this context that one should speak of our 
mission to the AIDS patients. Our mission consists as of 
now in caring for these incurably ill brothers and sisters 
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of ours. What does ‘caring’ here mean? At times it is 
Said caring in the case of the terminally ill consists in 
enabling them to accept the inevitable. Caring means 
much more than that, though. Caring here means 
healing. Healing is much wider a reality than curing. 
Whereas curing refers to the removal of the physical or 
mental malaise, healing means enabling a person to give 
a satisfactory response to a physical or mental malaise, 
not only as an individual, but also as a member of a 
family of community. Here "satisfactory response’ 
would include first and foremost, committing oneself to 
getting cured, if cure is possible. In fact quite a number 
of people who are ill, enjoy their ill-health, more than 
health! People seem to get a lot of mileage out getting 
ill. The meaning of Jesus’ question to people who 
approached him for healing becomes significant in this 
context: "Do you want to be healed" (John 5:6). Many 
do not want to be healed. The would rather prefer to 
cling crippled to their old beds, than take it up and walk! 
Then, if curing is not possible, and the illness seems to 
be terminal, satisfactory response would include, the 
readiness to make the most out of one’s life, within the 
limitations that the illness imposes. Till the moment of 
death life remains to be a gift that is to be celebrated, 
even when it is disrupted by pain, illness, even such a 
seemingly ’hopeless’ illness as AIDS. This is where the 
moder health care institutions seem to fail. I have seen 
this mission being beautifully accomplished by 
Hospices’ started by Mrs.Saunders in the West and 
America to take care of the terminally ill. Here the value 
of life is not evaluated on the basis of the length of time 
that is left for the patient. I think these are the ethical 
problems that stand in our way of giving adequate care 
for the AIDS patients : the wrong emphasis on ’cure’ 
and deciding the value of life on the basis of the 
prognosed length of time left for the patient. 


There is another attitude that vitiates the efforts to 
provide adequate care for the AIDS patients: the moral 
self-righteousness. The cause of AIDS is a virus, not sin. 
This illness, however, has been used by many a 
Christian to buttress the rectitude of some of their moral 
and ethical stances, such as condemnation of 
homosexuality, use of drugs, sexual promiscuity, etc. At 
the initial stages of the discovery of AIDS, I still 
remember people referring to this disease as the 
’Gay-plague’. Churchmen could not hid their 
Satisfaction at the fact that God was getting even with 
the homosexuals who violated His ordinance regarding 
this matter! Later on, when it was found that 


heterosexuals also were being affected by AIDS, these 


same people started referring to it as ’swing-plague’, 
implying that it affects only promiscuous people. Then 


moralizing in the context of AIDS is going to vitiate our 
efforts to give the optimum care for the AIDS patients. 
Christian moral teachings and believes have a strong 
and convincing basis, both in human experience and 
sound reason. For example, we do not have to cash on 
the scourge of AIDS to establish that marital fidelity is a 
value that is conducive for fullness of human life. Even 
if AIDS is eradicated from the face of the earth, marital 
fidelity can be taught and practiced as a Christian value 
very convincingly. 

There are a lot of Christians who self-righteously 
attribute the cause of AIDS to sin and judge and 
condemn its victims. In many Gallop Polls we see a vast ° 
majority of the people interviewed agreeing 
wholeheartedly with the proposition that AIDS is God’s 
punishment for immoral behaviour. They forget that 
there are many victims of this disease, like infants and 
Spouses of people infected with HIV contaminated 
blood, who contracted this disease quite innocently. 
Even if the aetiology of AIDS can be traced back to 
sexual promiscuity, or intravenous drug use, considering 
AIDS as an expression of God’s anger against sexual 
Sins or use of drugs, smacks of self-righteousness. In the 
Bible the greatest sin is that of self-righteousness for 
which there must be a more severe punishment than 
AIDS!! Let us not think of God as a revengeful person 
who is waiting there to find an opportunity to punish his 
children under some pretext. In fact, it is human beings 
who punish themselves by being careless, and it is 
God’s heart that grieves when this happens. Knowing 
pretty well that smoking increases the chances of lung 
cancer, if a person continues to smoke, he is punishing 
himself. Instead of speaking of AIDS as a punishment of 
God, why don’t we speak of it as punishment that 
people impose on themselves and others. The important 
thing here is that the people who are without AIDS 
should not feel superior to or ’holier’ than the AIDS 
patients. The use of condom is supposed to help prevent 
the spread of HIV virus through sexual contacts. Just as 
it is not right to consider people who are not 
seropositive to be all users of condom, it would not be 
fair to consider all AIDS patients as sexually 
promiscuous people! 


There is another factor which interferes with our 
ability to care for the victims of this dreadful disease is 


'what the psychologists describes as AFRAIDS, the 


it became clear that AIDS can affect also intravenous | 


drug users. The talk was about ’dope plague’! It became 
a proof that use of drugs was against God’s law!! Now 
that AIDS is affecting even good and honest married 
people through partners infected through blood 
transfusion, etc., would these people conclude that 
marital life is also against God’s law?!! All this 


irrational fear of AIDS. I do not think that there is 
anything ‘unnatural or unethical about this fear. Fear is 
healthy. Because of this fear people take all precautions 
to avoid this infection. When this fear, however, 
becomes irrational it is going to be an obstacle for the 
care we owe to these patients. The fear of this disease is 
often very irrational, because this virus passes on from 
One person to another only through body fluids and 
through intimate contacts. These contacts can be 
avoided with adequate precautions in most cases. Then, 
there is always a calculated risk that people who are 
engaged in health care profession are supposed to accept 
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as part of their profession. Hippocrates Oath Obliges the 
medical professionals to take that risk. American 
Medical Association included this obligation in its 
initial code in 1847: "When pestilence prevails, it is 
their (Physicians;) duty to face the danger, and to 
continue their labour for the alleviation of the suffering, 
even at the jeopardy of their own lives". In response to 
AIDS pestilence, the same Association renewed this call 
in 1987: "A physician may not ethically refuse to treat a 
patient whose condition is within the realm of the 
physician’s current realm of competence solely because 
the patient is seropositive". Doctors and nursesnhave to 
take a calculated risk in providing the care for the aids 
patients. Courage, however, cannot be legislated. 
Therefore, no one can make a law that the AIDS 
patients must be taken care of by a particular health care 
institution or be every doctor or nurse. There is a 
difference between law and ethics, though. 


So, in order to give the optimum care for the AIDS 
patients and enable them to celebrate life even when it is 
disrupted by HIV virus, we have got to shed our 
moralistic attitude and irrational fear. Our efforts for 
preventing the spread of AIDS at times go to rhetoric 
that might prejudice our ability to care for these patients. 
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In caring for the AIDS patients, as with all other 
patients, we should never forget that they all have got 
the five basic needs that are enumerated in Abraham 
Maslow’s need hierarchy: the physiological needs, the 
security needs, the belon gingness needs, the Self-esteem 
needs and the Self-actualization needs. Of course, in 
health care profession the focus is going to be on the 
patient’s physiological or mental need for health. In a 
holistic approach to health, thou gh, the other dimensions 
and needs are never forgotten, and they are cared for, 
They have all their fundamental rights, and the only 
limit for these rights are the rights of other people. If the 
patient is not a threat to the health of other people in any 
way, should we expose his/her condition to the public? 
On the other hand, compulsory screening before 
donation of blood or any other tissue or organ is quite 
ethical, even against the consent of the donor. The 
greatest need of the AIDS patients may be that of 
belonging. In a world where even close relatives shun 
them the way people used to shun leprosy patients at the 


time of Jesus, the Churches’ mission is to reach out to 


them and touch them with the healing touch with which 
Jesus would have touched them. 


rire 


igi) ; 
iar ue 

ear 2 Aa “ 
ye ous if 


, 
» 
t= yey 


. é 
¢s 
. 
“art * 
* 
at 
¥ 
mi “= 
’ 
Ys ee aie ; 
: re 
Pe Ae 
“ 
rd 
* F P 
. ' 
PAs des 
> } + ‘ 
c r : P 
,,. ¢ 
—- ‘ i ‘. 
c/ r ; 
: 
‘ 
' 
¥ 
P 
¥ 


sas 4 ‘ 0 ie a 


‘L y * a ~ 7 4 
eo ts ae ' ¥ De Bane 
. " ee wy hu 
cus z Ad = -! bs _ 5 es ei 4. 
z See nO ao a Gace ree 
Pag all : = i CNS VR CMNG, oe hae See” 
i = - a A Sain 2 oe wes 5 a 
, ius 5 ; edgy,’ ae / : <r eee 
G " >. cad i be et ae a, ha 
» &q* r * 
= + a ro ~ d cae a - ; = 
. 3 f a, Ura ae ae 
} ¥ = ea 
as . - as, aye J vy 
at gs ean 
. : rl 
* ba = r= af 
7 aL | : “a. . 
© ngks ws ea 4 
ed < ame Nae eo : 
2 s * s ee ‘>. “ea 
i + os 
‘ 
da 
dt on * ‘ 
“4 «i a 
* © 
7 
| 
i i > bi 
¢ os 
- te rd ‘ 
‘ 
. 
= ‘ * 
* 
> : J 


ACKNOWLEDGEMENT 


| Let me express my immeasurable gratitude to Almighty God for enabling the Council to collate, com pile and 
publish the proceedings of the seminar on ’Problem of AIDS - Challenges and Perspectives - the Christian Response’ 


critical issues it raises. This Significant seminar of great contextual relevance was organised by the Council 
co}laborating with the CMAI (Tamilnadu region). The lion-share of the organisational responsibilities for holding the 
seminar therefore fell on my colleague Dr.D. Viziakumar,F.R.C.S., (Medical Superintendent, CSI Rainy Hospital and 
Secretary, CMAI Tamilnadu Region) and his committed faculty and staff. We are indeed grateful to all of them for 
their labour of love. 


The Council received the whole hearted Support and encouragement from the Officers of the Synod. In spite 
of His Grace’s almost formidable schedule of engagements on the very day, our Revered Moderator, Most 
Rev.Dr.P.Victor Premasagar found time to be with us and to inaugurate the seminar. The inaugural address was 
remarkable for its deep theological insights - referring to the Problem of AIDS, His Grace brought out explicitly that 
even in the midst of utter despair and hopelessness, faith in God gives courage hope and ability to meet any 
formidable challenges in one’s life. The conference was enriched by the presence of our General Secretary, 
Prof.George Koshy and the Hon.Treasurer, Sri.K.J.Victor David and their felicitation addresses delivered on the 
occasion. We are particularly grateful to Dr.Sembon David, Additional Director, Directorate of Medical Education, 
Tamilnadu for addressing the gathering at the opening session. 


We are grateful to Rt.Rev.Dr.D.Pothirajulu, Bishop, Madurai-Ramnad Diocese and Chairman of the Council, 
for his inspiration and guidance in organising this seminar and particularly for presiding over the scientific session. 


I do not know how to adequately express our gratitude to Dr.B.Pulimood, F.R.C.P., Director of CMC, Vellore 
for readily responding to our request to depute a team of resource persons, representing the CMC faculty to conduct 
the panel-forum. We place on record our deep sense of gratitude to the panel members namely, Dr.Jacob T.John, 
Professor of Virology, Dr.Jacob K.John, Professor of Psychiatry, Dr.Amitinder Kaur, Department of Medicine, 
Ms.Harriet Jayakumari, Medical Social Worker and Sr.Saramma, in-charge of Nursing care and management of 
Isolation Ward of CMC, all with rich and varied experiences in their own field in the specific area of AIDS. A special 
word of thanks to Fr.P.Kalam, Professor of Theology, Dharmaram College, Bangalore for his address on ’A Christian 
Response to the AIDS Patients’ which was both stimulating and provocative. | 


Our very special thanks to Dr.Jacob K.John, who undertook the very arduous and time-consuming task of not 
only editing the proceedings of the seminar but also for getting it on print. 


A very special mention needs to made with regard to the financial assistance made available to the Council by 
the German Institute for Medical Mission (DIFAM) desiring that part of the grant, among other things, may be 
earmarked for activities of the Council connected with the problem of AIDS. Admittedly, the need for creating a 
critical awareness about the emerging problem of AIDS in this country among all concerned, received priority 
attention. Our grateful thanks are due to DIFAM and to Christian Aid for their timely assistance, which helped us to 
organise this unique programme. 


The Council has faith and the confidence that this publication will serve as a timely stimulus to create the 
much needed awareness among our professional colleagues as well as among the laity and church leadership. 


DR.GEORGE JOSEPH 


24 


: aes 
cet 
lay i 


Mrs.Mary Selvaraj 
TLM Hospital 
VADATHORASALUR 


Mr.J.Fredrick Prabhakaran 
TLM Hospital 
VADATHORASALUR 


“ Mr.Premasundaram 
CSI Hospital 
ERODE - 638 001 


Mr.Anwari Gomez 
CSI Hospital 
ERODE - 638 001 


Ms.Dulcie Daniel 
L.C.H.& M.C. 
AMBUR (North Arcot Dist.) 


Dr.Joel Nesaraj 
L.C.H. & M.C 
AMBUR (North Arcot Dist.) 


Dr.Nirmala Samuel 
Danish Mission Hospital 


LIST OF PARTICIPANTS 


THIRUKOYILUR (South Arcot Dist.) - 


Dr.Thomas I. Selwyn 
Kirubha 
ARANTHANGI 


Dr.D.L.Rajasekharan 
Danish Mission Hospital 
VIRUDHACHALAM 


Dr.Devasahayam 
Michaelist Nursing Home 
ABICHY 


Dr.D. Viziakumar 

Medical Superientendent 

CSI Rainy Hospital, G.A.Road 
MADRAS - 600 021 


Dr.A.J.Dasan 
Medical Superientendent 
CSI Rainy Hospital 
SHOLAVARAM 


Dr.Preetham Artur 
CSI Rainy Hospital, G.A.Road 
MADRAS - 600 021 


25 


Mr.Masilamani 
Christian Hospital 
MADHARAPPAKKAM 


Dr.Ruth Annie Malarkodi 
Christian Hospital 
MADHARAPPAKKAM 


Dr.N.John V.Anand 
Medical Superintendent 
CSI Hospital 

ERODE - 638 001 


Mrs.A.Simon 
CSI Rainy Hospital, G.A.Road 
MADRAS - 600 021 


Dr.Surya Prabha Joshua 
CSI Rainy Hospital 
G.A.Road 

MADRAS - 600 021 


Ms.Lesley K.Dawon 
Elective Student, Scotland 
C/O.Rainy Hospital 
MADRAS - 600 021 


Ms.Elizabeth Friedrich 

Elective Student, West Germany 
C/O. Rainy Hospital 

MADRAS - 600 021 


Dr.D.V.Prabhavathy 
CSI Rainy Hospital 
G.A.Road 
MADRAS - 600 021 


Mrs.Poomani Pushparaj 
CSI Rainy Hospital 
SHOLAVARAM 


Ms.Leela Prakash 
CSI Rainy Hospital 
SHOLAVARAM 


Dr.Balraj Martyn ° 


~ CSI Rainy Hospital’ 


G.A.Road 
MADRAS - 600 021 


Dr.Soundravalli Harris 
CSI Rainy Hospital 
G.A.Road 

MADRAS - 600 021 


U4 


AN iy 
ihe ‘ nM i 
ex eel P 


> 


Dr.Hansa Jayakumar 
CSI Rainy Hospital 
G.A.Road 
MADRAS - 600 021 


Dr.Rajkumari Sunder 
CSI Rainy Hospital 
G.A.Road 
MADRAS - 600 021 


Ms.Daisy Narayanan 

CSI Rainy Hospital , 
G.A.Road 

MADRAS - 600 021 


Mrs.Clara 

CSI Rainy Hospital 
G.A.Road 
MADRAS - 600 021 


Mr.Nagarajan 

CSI Rainy Hospital 
G.A.Road 
MADRAS - 600 021 


Mrs. Vadhana Prabhakar 
CSI Rainy Hospital 
G.A.Road 

~ MADRAS - 600 021 


Ms.Omanakutty 
Christian Fellowship Hospital 
ODANCHATRAM 


Dr.Alexander Thomas 
Leprosy Mission Hospital 
VADATHORASALUR 


Dr.Rebekkah Alexander 


Leprosy Mission Hospital 
VADATHORASALUR 


26 


Dr.S.P.Sugunaseelan 
Medical Superintendent 

CSI Kalyani Hospital 

15 Dr.Radha Krishnan Road 
MADRAS - 600 004 


Mrs. Chellammal Mariappan 
CSI Rainy Hospital 
G.A.Road 

MADRAS - 600 021 


Dr.Ernest Bhasker 

Medical Superintendent 
Scudder Memorial Hospital 
RANIPET - 632 401 (N .A.Dist) 


Dr.Rajiv Chelladurai 
Medical Superintendent 
Christian Mission Hospital 
East Gate 

MADURAI - 625 001 


Dr.Manohar Singh 

Medical Superintendent 

Jothi Nilayam Rural Hospital 

& Leprosy Control Centre 
MUTTATHUR-605 202 (S.A.Dist) 


Dr.Grace Koshy 
Madras Medical Mission 
MADRAS 


Dr.Leonel Jesuraj 


Christian Fellowship Hospital 


ODANCHATRAM 


Ms.Masila Mary 
Christian Fellowship Hospital 
ODANCHATRAM 


“THE PROBLEM OF AIDs - CHALLENGES & PERSPECTIVES 
- THE CHRISTIAN RESPONSE" 


15TH SEPT 1990 
CSI RAINY HOSPITAL, MADRAS 
PROGRAMME 
8.00 a.m. - 9.00 a.m. 
REGISTRATION 
9.00 a.m. - 9.50 a.m. q 
OPENING SESSION 
INVOCATION 
INAUGURAL ADDRESS 


' Most Rev.Dr.P. Victor Premsagar,M.A. ,(Cantab) Ph. el Andrews) 
Moderator, CSI Synod 

INTRODUCTION 
Dr.D.Viziakumar,F.R.C.S.(Edin) 

Medical Superintendent, CSI Rainy Hospital 

& Secretary, CMAI Tamil Nadu Region 
FELICITATIONS 

Dr.Sembon David,M.D., 

Addl.Director of Medical Education, 

Tamilnadu 

Prof.George Koshy,M.A.,B.A.(Hons) (Nottingham) 
General Secretary, CSI Synod 

Mr.K.J. Victor David,BA,FCA 

Hon Treasurer, CSI Synod 


9.50 a.m. - 10.20 a.m. 
COFFEE BREAK 


10.20 a.m. - 1.00 p.m. 
SCIENTIFIC SESSION - I 

"The Problem of AIDS - Challenges & Perspectives - The Christian Response" 
OPENING ADDRESS 

Rt.Rev.Dr.D.Pothirajulu, Bishop CSI Madurai -Ramnad Diosese &Chairman, Council for Healing Ministry 
WELCOME ADDRESS & INTRODUCTION OF THE THEME 

Dr. George Joseph, B.Sc.,M.D.,D.P.H.,FISCD, 

Director, 

CSI Council for Healing any” 

PANEL FORUM 

Dr.Jacob T.John,Ph.D.,FRCP(E) (Moderato 

Dr.Amitinder Kaur,M.D., 

Dr.Jacob K.John,MD,MRCPsych 

Sr.Saramma,RN 

Ms.Harriet Jayakumari,M.S.W. 

DISCUSSION <a 


1.00 p.m. - 2.00 p.m. 
LUNCH BREAK 


2.15 p.m. - 3.30 p.m. 

SCIENTIFIC SESSION - II 

Christian Response to AIDS patients 

Fr.Thomas P.Kalam,CMI,L.Ph.,L.D(Rome) M.Psych.Sc(Dublin)Ph.D(U.K) 
Dharmaram, Bangalore 

DISCUSSION 
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